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PREFACE 


This book gathers together for ready reference brief 
descriptions of arrangements made for the provision of 
health and welfare services to Canadians, resumés of 
recent events in the evolution of those arrangements, and 
pertinent statistics of their operation. Most of the contents 
were prepared by the Research and Statistics Directorate 
of the Department of National Health and Welfare for the 
chapter, ''Health, Welfare and Social Security" of the 
Ganada Year Book for 1972. Gertain other material as 
included here that for brevity was omitted from that 
chapter. 

The Directorate is indebted to many officers of the 
Department for contributing to various passages; the other 
sections were prepared by the staff of the Directorate. 
The editor of the health portion was Mr. Arthur F. Smith, 


and of the welfare portion was Dr. Herbert L, Pottle. 
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Pavice.bird, Ph.Ds, John E. Osborne, 
Senior Assistant Deputy Minister Assistant Deputy Minister, 
(Health) Research, Planning and 
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Page 1, paragraph 1, lines 7 and 8: the words "to amend the Canada 
Assistance Plan" should be "to amend the Canada 
Pension Plan", 


Page following page 61: the text was omitted, and should read as 
follows: 
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To carry out Canada's obligations under the International 
Health Regulations, the Department of National Health and Welfare 
maintains quarantine measures for ships and aircraft entering 
Canadian ports and provides accommodation and medical care for persons 
arriving in Canada who require quarantine (see page 8). 


The Department is responsible for the enforcement of 
regulations governing the handling and shipping of shellfish under 
the International Shellfish Agreement between Canada and the 
United States. Other responsibilities include the custody and 
distribution of biological, vitamin, and hormone standards for WHO 
and certain duties in connection with the Single Convention on 
Narcotic Drugs, 1961, as well as Canada's representation on the 
Narcotic Commission of the United Nations. 


Digitized by the Internet Archive 
in 2022 with funding from 
University of Toronto 


httos://archive.org/details/31761115566424 
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HEALTH AND WELFARE SERVICES IN CANADA 


FOREWORD 


An important development during the period June 1970 to 
June 1971 was the tabling in the House of Commons of the White 
Paper, Income Security for Canadians, on November 30, 1970, by 
the Minister of National Health and Welfare. This document 
included proposals to replace Family Allowances with a Family 
Income Security Plan, to amend the Old Age Security and Guaran- 
teed Income Supplement programs, to amend the Canada Assistance 
Plan, and to hold discussions with the provinces to improve 
provincial social assistance programs financed through the Can- 
ada Assistance Plan. The primary objective of these changes 
was to shift income security payments in favour of people in 
greatest need. 


The proposals relating to Old Age Security and the 
Guaranteed Income Supplement were enacted in December 1970. 
The Old Age Security Pension was raised to $80 a month, ef- 
fective January 1, 1971; the Guaranteed Income Supplement was 
raised from April 1, 1971 to a maximum of $55 for a single 
pensioner and to $95 where both spouses are pensioners. In 
June 1971, the Minister announced modifications to the pro- 
posed Family Income Security Plan and indicated that further 
changes might be expected before legislation was introduced. 


During the year also, the Minister of National Health 
and Welfare stated at a meeting of federal and provincial 
Ministers of Health that exploratory discussions would be 
undertaken with provincial governments with a view to revision 
of existing cost-sharing arrangements in the field of health 
care. The objectives of any new approach would be to reduce 
the rate of escalation of costs of hospital and medical serv- 
ices, and to give provinces greater flexibility in deter- 
mining their priorities in health programs. 


During 1970 Quebec and Prince Edward Island joined the 
federal-provincial Medical Care Insurance Program. New Bruns- 
wick followed on January 1, 1971 and the Northwest Territories 
commenced participation on April 1, 1971. 
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Efforts were under way to implement recommendations of 
the 1969 Task Force Reports on the Cost of Health Services in 
Canada. In April 1971, a National Conference on Assistance to 
the Physician discussed ways and means of assisting physicians 
to supply health care more effectively and etticrenciy. 


The Department began a National Survey of Nutrition in 
September 1970, aimed at providing information on incidence of 
nutritional diseases and disorders, and on levels of ingestion 
of nutrients, food additives, non-nutritive substances, and 
pesticide residues. Initial surveys were made in every 
province. 


A Family Planning Program was announced in September 
1970, to be implemented in co-operation with the provinces, 
professional agencies, and other interested bodies. The 
Minister expressed the hope that voluntary use of family 
planning services would reduce infant mortality, child 
neglect, abandonment, desertion, welfare dependency, and 
child abuse. 


In January 1971, a comprehensive national program 
against drug abuse was announced in Parliament by the Minister. 
It will involve research on the non-medical use of drugs , 
expansion of services for analyzing drugs, a national infor- 
mation program, and new methods of handling drug-created 
problems. 


A further announcement by the Minister in May 1971 
concerned extension of the Department's Drug Quality Assurance 
Program, designed to support other measures aimed at reducing 
the cost of drugs to the public. The new monitoring procedures 
will cover analysis and inspection of manufacturing facilities, 
assessment of efficacy, and publication of results. 


A. Bil 1. to, banca dd advertising and promotion of cigarette 
products was introduced in Parliament on June 1LOsed 971 @3ahe 
proposed Cigarette Products Act covers the major recommendations 
of the 1969 report of the Standing Committee on Health, Welfare 
and Social Affairs. It would prohibit Canadian manufacturers 
from promoting the sale of cigarettes on television, radio, and 
in print, or by means of premiums or coupons. 
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PART 1 - HEALTH 


Provincial governments in Canada have constitutional 
authority to carry out most health services and they delegate 
many preventive and regulatory health activities to the local 
health services. On its part, the federal government exer- 
cises jurisdiction over special health areas and functions of 
a national or international character. In addition, there are 
numerous non-governmental health agencies organized at nation- 


al, provincial and local levels, that are active in different 
health fields. 


Section 1 - Federal Health Activities 


While important treatment services are administered by 
the Departments of Veterans Affairs and National Defense, the 
chief federal health agency is the Department of National 
Health and Welfare. Other federal agencies have been desig- 
nated to carry out specialized health functions, for example, 
Statistics Canada is responsible for the gathering of vital 
and other health statistics, the Medical Research Council ad- 
ministers a medical research grant program, and the Agricul- 
ture Department has certain responsibilities for health con- 
nected with food production. 


The Department of National Health and Welfare carries 
out a range of preventive treatment and regulatory health serv- 
ices, supports provincial health programs and participates in 
international health measures. Its Medical Services Branch 
provides comprehensive public health services to Indians and to 
all residents of the Yukon and Northwest Territories. This 
Branch also operates quarantine, sick mariners and the civil 
aviation medicine programs and an occupational health service 
for federal employees. To prevent hazards to health, the De- 
partment's Food and Drug Directorate establishes and maintains 
national standards for the manufacture and distribution of foods, 
drugs, cosmetics, and medical devices and carries out related 


research. 


Another unit, the Canadian Communicable Disease Centre, 
serves as the Sonu koe public health laboratory. Special 
programs have also been established for radiation protection 
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and emergency health services in which the provinces par- 
ticipate. 


In its supportive role, the federal health department 
assists the provincial public health services, hospital and 
medical care programs and provides grants for the extension 
of health training facilities through a number of cost- 
sharing and health grant programs. It supplies scientific 
information and technical advice on health questions and en- 
gages in intramural research in such areas as health manpower 
and the costs and delivery of health services. An important 
study, the national nutrition survey, was launched in 1970 in 
co-operation with the provinces. Grants for public health re- 
search and innovative services, including programs concerning 
the non-medical use of drugs, are made available to provincial 
health departments, the universities and voluntary groups. 


Subsection 1 - Food and Drug Control 


The provisions of the Food and Drugs Act, administered 
by the Food and Drug Directorate of the Department of Nation- 
al Health and Welfare, apply to the manufacture, advertising, 
packaging, and distribution of drugs, cosmetics, and medical 
devices, and to the manufacture, packaging, and distribution of 
foods, anywhere in Canada. Powers are given under this leg- 
islation to maintain the safety, purity, and quality of food 
and drug products and to prevent misrepresentation in label- 
ling and advertising. The Act specifically prohibits the 
advertising of any food, drug, cosmetic, or medical device as 
a preventive or cure for a number of serious diseases. THas 
feature of the Act is thought to be unique to Canada and it 
has proven valuable in the prevention of fraud. 


Standards of safety and purity are developed through 
laboratory research and maintained by means of a regular and 
widespread inspection. The inspection of food-manufacturing 
establishments plays a major role in the production of clean, 
wholesome foods containing ingredients that meet recognized 
Standards. Changing food technology requires the development 
of methods of laboratory analysis to ensure the safety of new 
types of ingredients and packaging materials. The Food and 
Drug Regulations list chemical additives that may be used in 
foods, the amounts that may be added to each food, and the 
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underlying reason. Information on new additives must be sub- 
mitted for careful review before they are included in the 
permitted list. Considerable emphasis is placed upon studies 
to ensure that the levels of pesticide residues in foods do 
not constitute a health hazard. The effect of new packaging 
and processing techniques on the bacteria associated with 
food spoilage is also of special concern. 


The Food and Drug Directorate regulates both the manu- 
facture and distribution of drugs in Canada. The conditions 
under which drugs are to be manufactured are described in the 
Manufacturing Facilities and Control Regulations. They relate 
to facilities, employment of qualified personnel, quality con- 
trol procedures, maintenance of records, and a suitable system 
to enable a complete and rapid recall of any batch of drugs 
from the market. Pharmaceutical plants are regularly visited 
by inspectors to ensure that the drugs produced are of a suit- 
able quality to be sold in Canada. 


Control over the distribution of drugs is based on the 
relativeysarety of a drug sand its; potential’ fomabuse,, Ac- 
cordingly, there are different levels of control. Since 1966, 
every manufacturer and distributor of drugs in Canada has been 
required to submit to the Food and Drug Directorate informa- 
tion on all the products he is marketing in Canada. From this 
and other information, decisions are made regarding the types 
of control procedure that will be implemented. 


A limited number of drugs in specified dosage ranges 
may be sold through any outlet under the Patent and Proprie- 
tary Medicines Act. Registration under this Act allows a 
manufacturer to sell secret formula preparations and make 
limited claims for the product. Narcotics and controlled 
drugs are closely regulated and detailed records kept of all 
transactions involved in the legitimate use of these products. 
The illicit market in narcotics and similar products is the 
responsibility of the Royal Canadian Mounted Police and other 
law-enforcement agencies. Close co-operation is maintained 
between these agencies and the Food and Drug Directorate. 


When new drugs with unknown properties are to be placed 
on the market, detailed information is demanded of the manu- 
facturer. This information includes data on adverse side 
effects, the manufacturing process to be used, the results of 
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the drug in clinical tests, and the formulation of the dosage 
forms. The data are carefully reviewed by the Directorate to 
ensure that the drug is sate “and that 2t 1s eGlrective tor tie 
purpose claimed. Even after the drug is marketed the Direc- 
torate maintains a close watch over the side effects encoun- 
tered in practice. If it proves to be relatively safe and 
effective it is no longer classed as a new drug, but if it 
appears that it might be unsafe the manufacturer would be 
asked to remove it from the market. 


The Directorate conducts an adverse-drug-reaction re- 
porting program across Canada to recognize and investigate 
reactions to drugs. The co-operation of the medical, dental, 
veterinary, and pharmaceutical professions is also solicited 
in advising the Directorate of such reactions in private 
practice. 


Subsection 2 - Medical Services 


Through its Medical Services Branch, the Department of 
National Health and Welfare provides or arranges for several 
types of medical and health service for persons whose care is 
by custom or legislation a federal responsibility, as de- 
scribed in the following paragraphs. 


Indian Health Services 


Indians, as citizens of a province, are entitled to the 
benefits of medical care and hospital insurance. These insured 
benefits are supplemented by Medical Services, which assists 
Indian bands in arranging for transportation, and in obtaining 
drugs and prostheses. Emphasis is placed on a comprehensive 
public health program which provides dental care for children, 
immunization, school health services, health education, pre 
and post-natal clinics. and well=-baby clinics. Through direct 
financial assistance to Native organizations support is given 
to Indian programs directed toward improving the quality of 
life by means of adult education, family planning, prevention 
of venereal disease, and the suppression of alcoholism and 
drug abuse. Since Indians comprise only 1 per cent of the 
Canadian population and are distributed widely throughout Can- 
ada, a network of specially designed health facilities has 
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been constructed in almost 200 communities which would other- 
wise lack health facilities. Approximately 60 of these are 


nursing stations, 91 are health centres and 46 are outpatient 
SrinLese. 


Indians generally use the same hospital facilities as 
non-Indians and the need for special hospitals for Indians 
has now largely disappeared. Most Indian hospitals either 
are in the process of being phased out of existence or are 
being converted to community hospitals admitting any patients 
who need care. There are now only 10 Indian hospitals in the 
southern provinces. 


An. increasing number of Native people are being trained 
and employed inthe public health and medical care programs to 
facilitate understanding and health activities in local com- 
munities. 


Northern Health Services 


The Department provides service to all residents of 
the Yukon and Northwest Territories. Accent, however, is 
chiefly on public health programs since both the Yukon and 
Northwest Territories have tax-supported hospital insurance 
programs and the latter now has medical care insurance. It 
is anticipated that the Yukon will also have a medical care 
insurance program in the near future. The majority of 
employed persons in the Yukon are now insured under private 
plans to which both employer and employee contribute. Health 
legislation in the two Territories is by Territorial Ordinance 
passed by the respective Councils. 


The health services comprise all normal health depart- 
ment activities including a comprehensive public health program, 
and special arrangements facilitate interstation communication 
and the transportation of patients from isolated communities 
to medical centers. Several university groups have interests 
in delineated zones for the provision of medical personnel and 
students in rotation. These interests are supported by govern- 
ment contracts and medical care insurance. Departmental 
facilities include four hospitals, six clinics, 34 nursing 
stations, and 17 health stations. 


a a 
Sick Mariners Service 


Effective 31 December 1970, Part V of the Canada Ship- 
ping Act was repealed, thereby abolishing the Sick Mariners 
Service. Canadian seamen are now provided with medical care 
through medicare and hospital care through hospital insurance 
plans in the province of residence. Crew members GreroreLet 
going ships receive care from local physicians and hospitals 
under arrangements made by the shipping companies. 


Quarantine and Regulatory Service 


Under the Quarantine Act, all vessels, aircraft, and 
other conveyances and their crew and passengers arriving in 
Canada from foreign countries are inspected by quarantine 
officers to detect and correct conditions that could lead to 
the entry into Canada of such diseases as smallpox, cholera, 
plague, yellowfever, typhus, and relapsing fever. Fully or- 
ganized quarantine stations are located at all major seaports 
and airports. 


The Branch is responsible for enforcing hygienic 
standards on federal property including ports and terminals, 
interprovincial means of transport, and on Canadian ships 
and airerarty 


Immigration Medical Services 


Under the Department of National Health and Welfare 
Act and the Immigration Act, Medical Services Branch deter- 
mines in Canada and other countries the health status of all 
applicants for immigration to Canada and some non-immigrants , 
and provides treatment for certain classes of persons after 
arrival in Canada, including immigrants who become ill en 
route to their destination or while seeking employment. 


Public’ Service Health 


Medical Services Branch is responsible for a compre- 
hensive occupational health program for federal employees 
throughout the country and abroad. This service includes 
health counselling, surveillance of the occupational and 
working environment, pre-employment, periodic, and special 
examinations, first aid and emergency treatment, and a wide 
range of advisory services and special health programs. 


Civil Aviation Medicine 


The Department provides an advisory service to the 
Ministry of Transport concerning the health and safety of all 
involved in Canadian civil aviation. Regional and Headquar- 
ters Aviation Medical Officers review all medical examinations, 
participate in aviation safety programs and assist in air ac- 
cident investigations. Close liaison with foreign aviation 
medicine authorities is maintained as standards are usually 
based upon international agreements. The remarkable expansion 
of Canadian aviation during the last decade has almost dou- 
bled the medical assessment work and resulted in a greatly 
increased demand for aeromedical and flight-safety training. 
Closer interdepartmental cooperation and increased utilization 
of all Canadian aviation medicine resources have been mandatory 
and presents a continuing challenge. 


Subsection 3 - Medical Research 


Federal government expenditures for health science re- 
SOat meer emest mated ati sod5.0! million torzt970-710 ints is an 
increase from $44.7 million in 1967-68 but about the same as 
1969-70 when $58.5 million was spent. The expenditures are 
almost totally accounted for between the Medical Research Coun- 
cil, $34.0 million, and the Department of National Health and 
Welfare.” $20.8 million. “Certain research expenditures for enyi- 
ronmental health and radiation protection, previously reported 
by that Department, were incorporated into the Department of 
the Environment in 1970-71 and were not reported as "health". 


Federal grants supporting health science research in 
universities and hospitals have been channelled mainly through 
the Medical Research Council, an autonomous group which re- 
ports to parliament through the Minister of National Health 
and Welfare, although significant outlays are made by other 
agencies in special fields such as public health, health care 
systems, and defence. The Medical Research Council spent 
$34.0 million in 1970-71 of which $15,572,000 was allocated 
for annual grants-in-aid, $7,478,000 for three-year term re- 
search projects, $1,466,000 for equipment grants, pe iB ex div) y 
for research scholarships and fellowships, and $1,545,000 
for other research promotion. These amounts are in support of 
dental and pharmaceutical research as well as medical research. 
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The Department of National Health and Welfare accounted 
for the greatest amount of intramural expenditures, $5.8 mil- 
lion, on research and development studies and related scien- 
tific activities in health fields. The major subjects of the 
Department's research were pharmacology, pharmaceutical chemis- 
try, nutrition, microbiology, pesticides, food, additives;s clin- 
ical laboratory procedures, health services, prosthetics, epi- 
demiology, and physical fitness. The Department of Veterans 
Affairs supports a variety of clinical studies in chronic 
disease problems including psychiatric research, totalling 
$238,000 in 1970-71. Studies in radiation biology and other 
life sciences important to health are conducted by the Na- 
tional Research Council. 


The Department of National Health and Welfare in 1970- 
71 distributed $3.6 million under the Public Health Research 
Grant for applied and developmental research projects conduc- 
ted by universities, hospitals, health departments, and other 
non-profit health organizations. A further $1,950,000 was 
provided under the National Health Grant. In addition, the 
Department gave $132,000 for physiological research under the 
Fitness and Amateur Sport Grant, $63,000 for smoking and health 
research, $174,000 for food and drug research, and $300,000 
for research into the non-medical use of drugs. The expansion 
of research facilities continues to be one of the key objec- 
tives of the Health Resources Program of the Department of 
National Health and Welfare. It is estimated that $9.1 mil- 
lion, about 40 per cent of the Health Resources Fund expend- 
itures in 1970-71, were used to build research facilities as 
an integral part of the program to expand the training of health 
personnel at medical and dental schools and affiliated centres. 


The principal voluntary agencies supporting medical 
research in Canada, related to their special interests, are 
the National Cancer Institute, Canadian Arthritis and Rheu- 
matism Society, Canadian Cystic Fibrosis Foundation, Canadian 
Association for the Mentally Retarded, Canadian Mental Health 
Association, Muscular Dystrophy Association of Canada, and 
Multiple Sclerosis Society of Canada. Research is also funded 
by provincial governments through various councils and foun- 
dations as well as direct research grants. The Interdepart- 
mental Committee on Medical Research, to which the voluntary 
agencies are invited, provides a forum for the sharing of in- 
formation and support of medical research. 


af ieee 
Subsection 4 - Consultative and Technical Services 


The Department of National Health and Welfare extends 
consultative and technical services to the provinces over a 
broad range of health activities. The consultant divisions of 
the Health Services Branch are concerned with: epidemiology 
including disease surveillance; communicable disease control 
as exemplified by the Canadian Communicable Disease Centre that 
serves as the national reference laboratory for diagnosis of 
bacterial and viral diseases; child and adult health including 
mental health, dental health, and nutrition; and rehabilitation, 
emergency health, and environmental health programs described 
elsewhere. The Department also provides technical advisory serv- 
ices to the provinces through its Health Insurance and Resources 
Branch, Research and Statistics Directorate, and Health Information 
Division. In addition, research and statistical services and health 
information in the form of literature, films and radio programs 
are supplied on a variety of subjects such as mental health 
and smoking. 


Section 2 - Federal-Provincial Health Activities 


The Department of National Health and Welfare serves the 
provinces in an advisory, technical, and co-ordinating capacity 
and provides grants to provincial and voluntary health agencies. 
It administers the federal aspects of the Health Resources Fund 
and of programs relating to hospital insurance, medical insurance, 
the Canada Assistance Plan, and National Health Grants. The Do- 
minion Council of Health facilitates co-operation with the prov- 
inces on matters of health. 


Subsection 1 - Medical Care 


The expression "medicare'' is commonly used in referring 
to the federal Medical Care Insurance Program. This program, 
established under the Medical Care Act*, has permitted the 


*The administration of the Act in relation to the federal area 
of responsibility is described in the annual reports of the Min- 
ister of National Health and Welfare respecting operations of the 
Medical Care Act, for the fiscal years ended March 31, 1969 and 
1970; 


et oe 


federal government, since July 1, 1968, to contribute about 
one half of the national cost of insured services to those 
provinces operating medical care insurance plans which meet 
certain minimum criteria. 


Two provinces, British Columbia and Saskatchewan, be- 
came participants in the federal plan from its inception. 
Other provinces joined as follows: Manitoba, Nova Scotia, 
and Newfoundland.on, April .1,,1969; Alberta on yJuhy sie slo67.; 
Ontario on October 1, 1969; Quebec on November 1, 1970; 
Prince Edward Island on December 1, 1970; New Brunswick on 
January 1, 1971; and the Northwest Territories on April 1, 
LOT 


The federal government does not operate a medical care 
insurance plan as such or sell medical care insurance to in- 
dividual families. These activities are within provincial 
jurisdiction. The Medical Care Program is essentially a 
grant-in-aid activity that the federal government introduced 
to assist the provinces in making it possible for all Cana- 
dians to have access to necessary medical care. The program 
is in some respects analogous to the national Hospital In- 
surance and Diagnostic Services Program, described elsewhere. 


Specifically, the federal government contributes to 
any one participating province half the per capita cost of 
all insured services furnished under the plans of all par- 
ticipating provinces, multiplied by the mumber of insured 
persons in that one province. The minimum criteria which 
must be met are as follows. 


‘en Comprehensive coverage must be provided for all 


medically required services rendered by a phy- 
Sician or surgeon. There can be no dollar limit 
or exclusion except on the ground that the service 
was not medically required. The federal program 
includes not only those services which have been 
traditionally covered as benefits to a greater or 
lesser extent by the health insurance industry, 
but also preventive and curative services which 
have been traditionally covered through the pub- 
lic sector in each province; for example, the 
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medical care of patients in mental and tuberculosis 
hospitals and those services of a preventive nature 
provided to individuals by physicians in public 
health agencies. 


(2) The plan must be universally available to all eli- 
gible residents on equal terms and conditions and 
must cover at least 95 per cent of the total eli- 
gible provincial population. This "uniform terms 
and conditions" clause is intended to ensure that 
all residents have access to coverage and to pre- 
vent discrimination in premiums on account of pre- 
vious health, age, non-membership in a group, or 
other considerations. If a premium system of fi- 
nancing is selected, subsidization in whole or in 
part for low-income groups is permitted. It has 
been left to the individual province to determine 
whether its residents should be insured on a vol- 
untary or compulsory basis. Utilization charges at 
the time of service are not precluded by the fed- 
eral legislation if they do not impede, either by 
their amount or the manner of their application, 
reasonable access to necessary medical care, par- 
ticularly for low-income groups. 


ea) The plan must provide portability of benefit cov- 
erage when the insured resident who has paid his 
premiums, if any, is temporarily absent from the 
province and when moving residence to another 
participating province. 


(4) The provincial medical care insurance plan must be 
administered on a non-profit basis by a public au- 
thority that is accountable to the provincial gov- 
ernment for its financial transactions. It is 
permissible for provinces to assign certain admin- 
istrative functions to private agencies. 


Provincial programs that provide health care services 
(apart from those which are already insured services under the 
Medical Care Act) for welfare recipients establishing eligi- 
bility on the basis of financial need are supported financially 
by the federal program known as the Canada Assistance Plan. 
This program, described elsewhere in detail, provides for 


7423 


federal payment of half the cost of personal health care serv- 
ices, as well as welfare services. The provinces are free 
to make available a wide range of health care benefits. 


Subsection 2 - Health Resources Program 


The Health Resources Program is concerned with the 
manpower that is necessary to ensure adequate health-care 
services in Canada. Under the program, the Government of 
Canada makes capital grants for teaching and research es- 
tablishments, consults with officials of provincial govern- 
ments and other agencies, provides expert advice, under- 
takes studies on manpower, and supports programs that are 
designed to increase the effectiveness of health-care per- 
sonnel. 


In 1966, Parliament passed the Health Resources Fund 
Act in anticipation of an increase in the demand for health 
manpower after the introduction of compulsory medical-care 
insurance. It provided $500,000,000, to be disbursed over 
the period from 1966 to 1980 for capital expenditures on 
medical schools, teaching hospitals, training facilities for 
nurses and other health-care personnel, and for research es- 
tablishments, excluding residential buildings. The Govern- 
ment of Canada pays up to 50 per cent of the cost of planning, 
construction, purchase, renovation, and basic equipment, but 
excluding the costs of land and interest. Of the total, 
$400,000,000 are available to the provinces in proportion to 
their population, and $25,000,000 for projects that are joint- 
ly undertaken by the four Atlantic provinces; the remaining 
$75,000,000 are yet to be allocated. 


By March 31, 1971, the Government had approved dis- 
bursement of $216,000,000 of which it had paid out $143,000,000, 
about two-thirds for training facilities and one-third for 
research establishments. 


Subsection 3 - National Health Grant Program 


The National Health Grant program was instituted in 
1948 to assist the provinces in extending and improving public 
health and hospital services. As provincial needs altered, 
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changes were made in the amounts and conditions of individual 
grants. Table 1 shows the utilization of the General Health 
Grants and Hospital Construction Grants, changes in their 
classification since inception, and the current 1970-71 grants 
as follows: Professional Training, Mental Health, Tubercu- 
losis Control, Public Health Research, General Public Health, 
Cancer Control, Medical Rehabilitation and Crippled Children, 
and Child and Maternal Health. During the period 1948-1971, 
the total expenditures under this program were $921 million. 


The largest single grant has been in support of hospital 
construction. This grant was terminated on March 31, 1970, 
and lump sum cash payments were made to the provinces and ter- 
ritories in discharge of the full entitlement of each province 
and territory to the termination date of the grant. 


During the life of this grant, funds were approved to 
assist with the construction of space to house more than 
130,200 beds and 16,000 bassinets, for more than 24,300 beds 
for nurses, 971 beds for interns, and more than 9,515,000 
Square feet of floor area for certain services used by both 
in-patients and out-patients. The second largest grant, the 
General Public Health Grant, has assisted the provinces in 
extending local health services to prevent disease and disabil- 
ity, in controlling environmental health hazards, and in de- 
veloping a great variety of health services. Since 1948 more 
than 53,700 persons have received assistance in taking training 
in the health disciplines, either through short courses or 
by academic courses of a year or more. Other grants are desig- 
nated for preventive and treatment services in specific areas, 
such as mental health, tuberculosis and cancer control, ma- 
ternal and child health, and medical rehabilitation. Projects 
Supported by the Public Health Research Grant relate to the 
prevention of disease, disability, or death; epidemiology; 
community-based health and medical care; operational research; 
environmental health, including Sanitation; and the utiliza- 
tion of health manpower. 


The Government has indicated its intention of terminating 
the General Health Grants, except for the Professional Training 
and Public Health Research grants, -byethe send tot othe 1971-72 
fiscal year. To accomplish this, the amounts available to the 
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provinces are being gradually reduced, with the first reduction 
having taken place in 1969-70, the second in 1970-71, and a 
final reduction in the 1971-72 fiscal year. 


In April 1969 a new National Health Grant was establish- 
ed to stimulate research studies, service demonstrations, and 
training activities of national importance for the improvement 
of health services. Eligible applicants may be official or 
voluntary health agencies, universities, or other qualified 
agencies or individuals. In 1969-70, the amount allocated was 
$1,062,000 on the basis of five cents per capita of population; 
in 1970-71, it was increased to $2,300,000 on the basis of 10 
cents per capita. For 1971-72 the amount available is $3,264,000 
based on 15 cents per capita. Unlike its predecessor, which 
was a joint federal-provincial program, the National Health 
Grant provides direct financial support to eligible applicants. 


Subsection 4 - Hospital Insurance 


Provincial hospital insurance programs, operating in 
all provinces and territories since 1961, cover 99 per cent 
of the population of Canada. Under the Hospital Insurance and 
Diagnostic Services Act of 1957, the Federal Government shares 
with the provinces the cost of providing specified hospital 
services to insured patients. Specifically excluded are tuber - 
culosis hospitals and sanatoria, hospitals or institutions for 
the mentally ill, and institutions providing custodial care, 
such as nursing homes and homes for the aged. The methods of 
administering and financing the program in each province and the 
provision of services above the stipulated minimum required by 
the Act are left to the choice of the province. 


When the Act was passed in 1957, Newfoundland, Saskatche- 
wan, Alberta, and British Columbia were already operating hos- 
pital insurance plans; those four provinces and Manitoba en- 
tered federal-provincial agreements on Jui Yo lee sH8 58S eine 
earliest possible date under the new Act. Prince Edward Island, 
Nova Scotia, New Brunswick, and Ontario £o1lowed.,in 1959.,. .<he 
Territories in 1960, and Quebec in 1961. 


Insured in-patient services must include accommodation, 
meals, necessary nursing service, diagnostic procedures, phar- 
maceuticals, the use of operating rooms, case rooms, and 
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anaesthetic facilities, and the use of radiotherapy and phys- 
iotherapy if available. Similar out-patient services may be 
included in provincial plans and authorized for contribution 
under the Act. All provinces include some out-patient serv- 
ices, and most cover a fairly comprehensive range. Provin- 
cial plans are administered by provincial departments of health 
in some provinces and by separate commissions in others. To 
finance the insurance plans, the provinces use general revenue, 


sales taxes and premiums in various combinations. (1) The Govern- 
ment of Canada contributes: out: ofiethe. consolidated. reventie, aund 


in respect to each province the sum of 25 per cent of the per 
capita cost of in-patient services in Canada and 25 per cent of 
the per capita cost of in-patient services in the province, 
multiplied by the average number of insured people in that prov- 
ince. Contributions for insured out-patient services with 
respect to each province are paid in the same proportion as 

the contributions to the cost for in-patients. Since January 
Ist, 1965, contributions to Quebec under the Hospital Insurance 
and Diagnostic Services Act have been replaced by arrangements 
under the Established Programs (Interim Arrangements) Act. 


Table 2 shows the proportion contributed by the Govern- 
ment of Canada towards the cost of insured hospital services in 
each province, It varies according to law around 50 per cent, 
and ranged in 1968 from 47 per cent for Alberta to 66 per cent 
for Prince Edward Island. Note that the lower the average cost 
per person is in a province, the greater the proportion which 
the province recovers from the central government. 


(1) All provinces use general revenue; Nova Scotia levies a 
health services tax; Ontario, Manitoba, and Saskatchewan im- 
pose premiums; and Saskatchewan, Alberta, British Columbia, 
and the Northwest Territories impose authorized charges at 
the time of service (legislative changes in Saskatchewan and 
Ontario have abolished premium payments for family heads 65 
or over effective January 1, 1972, and in Saskatchewan have 
abolished all authorized charges effective August | I a alg 
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Tables 3 to 12, unless otherwise stated, contain sta- 
tistics on the hospitals that are listed in the federal-pro- 
vincial hospital insurance agreements. Most of these are pub- 
lic general or special hospitals designated in the tables as 
"budget review" hospitals (hospitals whose budgets require 
approval by the provincial hospital authority). "Contract" 
hospitals are privately owned institutions that provide care 
to insured patients under contract with the provincial agency. 
Government of Canada hospitals are operated by the Departments 
of National Health and Welfare, Veterans Affairs, and National 
Defence. 


Table 3 shows that 1,297 hospitals in Canada were listed | 
in the federal-provincial agreements at the end of 1968. Table 
4 shows that the total number of beds in reporting hospitals at 
the end of 1968 was 143,679, or 6.9 beds per thousand population. 
This ratio ranged from 5.8 inNewfoundland to 9.2 in Alberta and 
was still higher in the Territories. 


Table 5 shows patient-days in listed hospitals that 
reported. The total, 42.3 million, corresponds to &@ Late wu 
2,039 patient-days per thousand population for Canada. The 
rate ranged from 1,582 in Newfoundland.to 2;490 an Albertas 


Table 6 shows average length of hospital stay and oc- 
cupancy ratios for budget review hospitals only. The average 
length of stay of patients who were discharged from or who 
died in general hospitals during 1968 (excluding the Territories) 
ranged from 9.0 days in Alberta to 11.1 days in Ontario; the 
average for Canada was 10.3 days. Length of stay in chronic 
hospitals was 207.9 days for Canada as a whole but there was 
considerable variation among the provinces. In convalescent 
hospitals, the average length of stay was 45.9 days. 


The occupancy ratio during 1968 in general hospitals 
was 79.1 per cent; in ‘chronic hospitals, 95.4 per cent; and 
in convalescent hospitals, 89.2 per cent. Occupancy varies 
with the size of hospital, and variations in the occupancy 
ratio among provinces can be partially attributed to this 
factor. Thus, Ontario and British Columbia, with many large 
hospitals, show the highest occupancy in general hospitals, and 
the territories, with ho large hospitals, the lowest. 
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TABLE 4 - NUMBER OF BEDS SET UP (EXCLUDING BASSINETS) IN 
REPORTING HOSPITALS LISTED IN HOSPITAL INSURANCE 
AGREEMENTS , WITH RATIOS PER 1,000 POPULATION, 
CANADA AND PROVINCES, DECEMBER 31st, 1968 


Number of 
listed 
hospitals 
reporting 


Province 


Newfoundland 

Prince Edward Island 
Nova Scotia 

New Brunswick 

Quebec (a) 

Ontario (a) 
Manitoba (a) 
Saskatchewan (2) 
Alberta (a) 

British Columbia (a) 
Yukon 


Northwest Territories 


Canada (b) 


(a) The number of beds in non-reporting hospitals is esti- 
mated as follows: Quebec 113; Ontario 58; Manitoba TD: 
Saskatchewan 72; Alberta 81; British Columbia 92. 


(b) The three listed hospitals in the U.S.A. are excluded. 
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Table 7 shows that 3.3 million separations (discharges 
and deaths) were reported by listed hospitals in 1968. This 
represents a rate of 161 per thousand population. Provincial 
rates varied from 136 in Quebec to 213 in Saskatchewan; the 
rate for the Northwest Territories, 241 per thousand, was the 
highest. 


Table 8 shows that listed hospitals reported 230,168 
full-time employees, excluding trainees, at the end of 1968, 
which 1849,625 or 4.4 per cent, more than the year before- 
The number of part-time employees increased by 2,375 to 
39,412... 


Tables 9 and 10 deal with revenue fund expenditures of 
budget review hospitals only. These exclude capital costs, 
but include expenditures for services that are not covered by 
hospital insurance plans. The expenditures in 1968 increased 
by 16.5 per cent over the preceding year to $1, 722 Sar PPTony “or 
which salaries accounted for more than two-thirds. 


Expenditures per patient-day ranged from $31.62 in 

Prince Edward Island to $50.05 in Quebec, except for the Yukon 
where the cost per patient-day was $89.87. Regional differences 
reflect not only differences in the cost of labour and material, 
but also the proportion of care provided to geriatric and con- 
valescent patients in budget review hospitals. This type of 
care is less costly than treatment of acute illness. The, avenu- 
age cost per patient-day in Canada for care in budget review 
hospitals was $45.18 in 1968, 11 per cent higher than in 1967. 


The per capita amount of expenditures of budget review 
hospitals in 1968 ranged from $89.35 in Ontario to $53.64 in 
Prince Edward Island, and was far lower in the Territories. 
The national average was $83.03, exceeded only in Quebec 
($83.56), Alberta ($87.15), and Ontario. Budget review hos- 
pitals provided 90 per cent of all insured patient-days in 
Canada in 1968, but interprovincial comparisons of the per 
capita cost of these hospitals may be misleading because that 
percentage varied considerably from province to province. 


Table 10 shows that the largest cost component was 
salaries, 67.2 per cent of the total. This item has been ~ 
increasing more rapidly than the other components, reflecting 
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TABLE 7 - NUMBER OF SEPARATIONS (EXCLUDING NEWBORN) 
FROM REPORTING HOSPITALS LISTED IN HOSPITAL 
INSURANCE AGREEMENTS WITH RATES PER 1,000 
POPULATION, CANADA AND PROVINCES, 1968 


| Separations 
| Number of | 
Province hospitals | | Rate per 
reporting Number | 1,000 
Sopueeen 
| 
| 
| Newfoundland | 47 74,970 148 
Prince Edward Island 9 LS. FAS 173 
| Nova Scotia | 48 | 119,891 | 158 
| : | 
| New Brunswick | 41 pm LZ 22% 180 
| 
Quebec | 268 | 806,845 136 
| ' | 
| 
| Ontario | 305.2 sh) 1302487 5 
| Manitoba : 100 178,975 | 184 
Saskatchewan : 156 204 593 ai 
Alberta | 155 320,788 
British Columbia | ie 350,863 175 
| | 
Yukon | 5 2,967 198 


Chee ae Territories 29 75462 pal 


| 
eee bg279 39329-3041 161 
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TABLE 8 - EMPLOYEES IN REPORTING HOSPITALS LISTED IN 
HOSPITAL INSURANCE AGREEMENTS (a2) , CANADA AND 
PROVINCES, DECEMBER 3lst, 1968 


Number of Number of employees 


hospitals. -—— 


reporting Full-time 


Province 


Newfoundland 

Prince Edward Island 
Nova Scotia 
New Brunswick 
Quebec 
Ontario 


Manitoba 


Saskatchewan 


Alberta 


British Columbia 


Yukon 


Northwest Territories 


(a) Excludes trainees; includes 169 full-time and 8 part-time 
technicians employed by public-health laboratories and 
cancer clinics. 


230,168 
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increased staff-patient ratios, increases in salaries general- 
ly, and the greater use of specially skilled personnel that 
modern hospital care requires. 


Tables 11 and 12 are based on patients who left hospi- 
tal in 1968. Table 11 shows how often people are in hospital 
(separations per 1,000 population), how much hospital care 
people use (days in hospital since admission per 1,000 popu- 
lation), and the average length of hospital stay, for different 
age-groups and by sex. Table 12 shows the same statistics as 
Table 11, by diagnostic category. 


Subsection 5 - Dominion Council of Health 


The Dominion Council of Health, established in 1919, 
advises the Minister of National Health and Welfare on matters 
relating to the promotion and preservation of the health of 
the people of Canada. It meets twice a year and consists of 
the Deputy Minister of National Health, who acts as chairman, 
the chief health officer of each province, and up to five per- 
sons whom the Governor-in-Council appoints for a period of 
three years. Traditionally, these are chosen from the fields 
of agriculture, medical science, and organized labour, and 
from women's organizations. 


The Council is supported by special advisory committees 
who deal with specific aspects of public health. Their members 
are appointed by Order in Council. 


Subsection 6 - Environmental Health 


Environmental health. 


‘ Environment is the sum of all Social, biological, phys- 
ical, and chemical factors that make up man's surroundings, and 
deterioration and modification of the quality of that environ- 
ment has emphasized the need for assessing the health implications 
and for developing and Stimulating the use of methods to control 
or eliminate harmful factors. 
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As technological advances continue, there is an ever- 
increasing injection of man-made products into the air. water 
and soil environment, usually as waste or by-products and of- 
ten at low concentrations, and many of these pollutants are 
known to affect health. The relationship between deleterious 
pollutants and their effects on health depends on such factors 
as their concentration and the duration of exposure. Of par- 
ticular importance are the possibility of some or total recov- 
ery between periods of exposure, the variability in suscepti- 
bility to disease from individual to individual, and effects 
associated with simultaneous or superimposed exposure to two 
or more. pollutants. The considerable evidence of potential 
long-term serious consequences of environmental pollution on 
health justifies the present concern and the need for increased 
aCtiIguey? 


Programs to protect workers in their occupational environ- 
ments have been carried on by occupational health officials for 
atnumberaoL years’ but it;its only recently that-health-officialis 
have been directing their attention to health hazards in the 
general environment. For example, although there is a long 
history of activities concerned with the health effects of 
noise®in the industrial and agricultural environment, attention 
is now being focused also on the health effects of community 
noise. 


The various agencies in Canada concerned about environ- 
mental health are in the process of developing and implementing 
programs to assess and determine the health effects and to as- 
sess and control the levels of air and water pollution, radiation, 
industrial toxicants, and other factors of the general, oc- 
cupational, and home environments known to be, or suspected of 
being, deleterious to human health. The complexity of their 
task requires the work of specialists in a variety ‘of=disei- 
plines falling within the broad spectrum of .physicalgyiaie; 
and engineering sciences and the co-operative efforts of govern- 
ments and other agencies. Individual tasks include field sur- 
veys and interpretation of air and water pollution, research 
into health effects and their causes from all kinds of toxicants, 
development of guides and standards for pollutants such as 
chemicals and other hazards in both the working and general en- 
vironment, and the specifying of health and safety standards 


for radiation-emitting devices. 
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The federal government discharges its responsibilities 
in environmental health through the Environmental Health 
Directorate of the Department of National Health and Welfare 
by providing regulatory authorities with the most authoritative 
assessments of the effect of environmental factors on human 
health and carrying out its statutory activities in the relat- 
ed fields of radiation protection and occupational hygiene. 


Seven of ten provinces have agencies in their health 
departments to deal with occupational and environmental health 
problems. As with the Federal Government, there is a close 
liaison between the health officials and officials responsible 
for assessment and control of the environment. Co-ordination 
of the many activities within provinces and between the prov- 
inces and the federal government is usually provided by ad- 
visory boards and committees. 


Section 3 - Provincial and Local Health Services 


Provincial governments are primarily responsible for 
health measures to prevent disease and improve the health 
standards of the community. These comprise preventive health 
services, hospital services, treatment services for tubercu- 
losis, mental illness, and other diseases, and rehabilitation 
and care of the chronically ill and disabled. They are usually 
administered by the provincial health department or other of- 
ficial agency in co-operation with the hospitals and voluntary 
health organizations, the health professions and the teaching 
and research institutions. 


Although the pattern of services is similar, provincial 
health organization, financing, and administration vary to some 
degree. Most health functions are exercised by the provincial 
health departments, but in some provinces, certain programs such 
as hospital insurance, medical care insurance, tuberculosis con- 
trol, cancer control, and alcoholism programs are administered 
by separate public agencies directly accountable to the minister 
of health. Voluntary organizations also provide specialized 
health services, often with some Support from tax funds in the 
form of payment for services or Support grants. 
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The provincial health departments carry out overall 
planning and direction of public health programs, administer 
certain specialized health programs, and assist through tech- 
nical and financial aid the regional or local health units 
and city health departments that have been delegated responsi- 
bij@ty for the basic public health services. The health dis- 
trict or unit may be administered directly by the provincial 
health departments, by a local health board accountable to it 
(or jointly with it), while city health departments are ad- 
ministered by municipal or metropolitan boards of health. 
Several provincial health departments also directly administer 
health services to northern unorganized territories. The 
nucleus staff of a local health unit or department usually is 
composed of a full-time medical officer of health, a number 
of public health nurses, and a public health inspector. 


Local programs to safeguard community health are con- 
cerned with environmental sanitation to ensure safe water, 
milk, and other foods, prevention and control of infectious 
diseases through use of vaccines and prophylactics, improve- 
ment of maternal and child health and dental health, registra- 
Pion or vital statistics, and health education and counselling. 
In addition, the larger city health departments have developed 
specialized services in such areas as mental health, home care, 
and rehabilitation of the chronically ill and the handicapped. 
A few health units and departments in most provinces have 
started health screening for chronic conditions and family 
planning clinics. The city health departments participate 
with the provincial authorities in accident prevention and in 
measures to control air, water, and soil pollution. 


Provincial health departments support the local health 
services by grants-in-aid and the provison of technical con- 
sultant and research services. Most of the mental and tubercu- 
losis hospitals and clinics are provincially operated, as are 
treatment services for the venereal diseases, cancer, alcoholisn, 
and other specific diseases, and the public health laboratories 
that aid both the health agencies and practising physicians in 
diagnostic and control procedures. The provincial agencies 
are primarily responsible for the collection and analysis of 
vital statistics and the study of the epidemiological and re- 
lated social. and economic conditions that affect health. 

They also give leadership in such fields as occupational health, 
nutrition, health education, and pollution problems, in col- 
laboration with national health agencies. In order to maintain 


o 36-5 


and improve health services, the provincial health departments 
recruit and train professional and technical personnel for the 
health fields and support public health research. 


Subsection 1 - Public Health Services 


Occupational health. 


Services designed to prevent accidents and occupational 
diseases and to maintain the health of employees are the com- 
mon concern of provincial health departments, labour depart- 
ments, workmen's compensation boards, and industrial manage- 
ment. Provincial agencies regulate working conditions and 
offer consultant and educational services to industry. All 
provinces have legislation (factory acts, shop acts, mines 
acts, workmen's compensation acts) setting standards for health 
safety and accident prevention on the job. Most provinces 
maintain environmental health laboratories that study indus- 
trial health problems such as the effects of noise and air 
conditions on workers. 


Communicable.disease control. 


The larger provincial health departments have separate 
divisions of communicable disease control headed by full-time 
epidemiologists whereas in the smaller provinces this function 
is combined with one or more community health services. Local 
health authorities organize public clinics for immunization 
against diphtheria, tetanus, poliomyelitis, whooping cough, 
smallpox, and measles. They also engage in case-finding and 
diagnostic services in co-operation with public health labo- 
ratories and private physicians. Special services for tuber- 
culosis and venereal disease are noted on pages 40 and 42. 


Health education. 

Most provincial health departments have a division or 
unit of health education under a full-time professional "health 
educator'' to promote public knowledge of health needs and 
measures. This division provides education materials to other 
divisions of the health department, to local health authorities, 
to voluntary associations, and to individuals. Many educational 
activities are directed to accident prevention and to reducing 
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habits harmful to health, such as cigarette smoking and the 
excessive use of alcohol and other drugs. All health workers 
carry out health education as part of their normal activities. 


| Public health laboratories. 


All provinces maintain a central public health labora- 
tory and most have branch laboratories to assist local health 
agencies and the medical profession in the protection of com- 
munity health and the control of infectious diseases. Public 
health bacteriology (testing of milk, water, and food), diag- 
nostic bacteriology, and pathology are the principal functions 
of the laboratory service, with medical testing for physicians 
and hospitals steadily increasing in volume. 


Maternal and child health. 


Public health nurses employed by the local health serv- 
ices carry out preventive health services to mothers, newborns, 
and children through clinics, home and hospital visits, and 
school health services. All provincial health departments have 
established maternal and child health consultant services that 
co-operate with the public health nursing services. The mater- 
nal and child health services also undertake studies in mater- 
nal and child care, including hospital care, and assist in the 
training of nursing personnel. 


Nutrition. 


Provincial health departments and some city health de- 
partments employ consultants in nutrition to extend technical 
guidance and education to health and welfare agencies, nursing 
homes and other care institutions and hospitals. They also 
provide diet counselling to selected patient groups such as 
diabetics and conduct nutritional surveys and other research. 


Dental health. 


Provincial dental public health programs have been large- 
ly preventive, but increasing emphasis is now being given to 
dental care. Dental clinics conducted by local health services 
are generally restricted to pre-school and younger school-age 
groups. A number of provinces send dental teams to remote 
areas and subsidize resident dentists to practise in areas 
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lacking such services, while the four western provinces have 
dental care schemes of varying coverage for welfare recipients. 
Other dental health programs are directed to the training of 
dentists and dental hygienists, the conduct of dental surveys, 
and the extension of water fluoridation. 


Subsection 2 - Mental Health Services 


Mental health services in Canada are organized as part 
of provincial health services. Each province employs a direc- 
tor of mental health services, usually a- psychiatrist, “endsone 
or more consultants in psychiatric nursing, clinical psychology, 
social work, occupational therapy or special education and also 
one or more psychiatrists specializing in paediatrics, geri- 
atrics, mental retardation, alcoholism and drug addiction, or 
other related fields. As public health officers, the mental- 
health directors are responsible for the development of pro- 
grams aimed at prevention of mental disease and for the gen- 
eral promotion of mental health, on their own and in co- 
operation with welfare, education, manpower, labour, and justice 
departments. As psychiatrists, they are responsible for de- 
velopment and supervision of the various health facilities for 
the treatment of people who suffer from mental or emotional 
disorders including disorders of character and behaviour, the 
mentally retarded, people with damage to the nervous system, 
alcoholics, and drug addicts. 


Mental health services differ in detail and stage of 
development from province to province; all are being extended 
and improved to take advantage of the best methods of treat- 
ment and prevention. The traditional pattern of long-term 
care of the mentally ill and retarded in large isolated mental 
hospitals and in hospitals for mentally defectives is giving 
way to new patterns of care designed to cure the afflicted 
or, failing that, to provide for them living and working en- 


vironments that will enable them to lead reasonably normal 
lives. 


The mental hospitals now place less emphasis on custodial 
care and more on intensive psychiatric treatment. They admit 
voluntary patients who receive much the same care and treat- 
ment as they would receive as patients in a Ssenerat hospitals 
Many of those who would not profit from intensive psychiatric 
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treatment -- the severely retarded and people with severe 
mental deterioration -- are supported under welfare auspices in 
sheltered workshops, nursing homes, or foster homes, and con- 
tinue to receive medical care. In addition to the mental hos- 
pitals, some special "psychiatric" hospitals provide intensive 
psychiatric care over short periods, and psychiatric units and 
out-patient psychiatric departments are being established in 
large general hospitals. Local authorities or provincial 
health departments operate mental-health clinics in most large 
cities and travelling clinics visit suburban and rural areas. 
Psychiatric hospitals and mental-health clinics are establish- 
ing more day-care and night-care facilities through which some 
patients receive part-time hospital care and therapy during 
the day and go home at night and others go to work during the 
day and return to hospital in the evening for treatment. 


Extending mental-health services into the community aims 
at preventing severe mental and emotional breakdowns and at re- 
ducing the number of people requiring treatment in institutions. 
Under the terms of the federal-provincial medical care legis- 
lation, in effect in all provinces and the Northwest Territories 
in 1971, the services of private psychiatrists should become 
more widely available. Through early diagnosis and treatment 
in a mental-health clinic or out-patient department of the hos- 
pital in the patient's neighbourhood, he may continue to live 
at home and pursue his normal occupation while receiving treat- 
ment. 


Special centres have been established for the study and 
treatment of alcoholism and drug addiction, criminal psychopathy, 
psychiatric disorders in children, brain injuries, and. other 
neurological disorders. Studies recently instigated by the 
federal government in these and related areas have included a 
survey of residential and in-patient services for emotionally 
disturbed children and the appointment of the Commission of 
Inquiry into the Non-Medical Use of Drugs. The interim report 
of its findings and recommendations was tabled in the House 
of Commons on June 19, 1970. In addition, the provinces are 
amending the pertinent legislation in order to guarantee the 
rights of the mentally ill, the emotionally disturbed, and 
the intellectually retarded. 
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The continuing efforts by provincial health departments 
to provide more and better mental-health services reflect grow- 
ing enlightenment about mental health on the part of the medi- 
cal profession, the general public, and government agencies. 
Improvement in the care of psychiatric patients has been fos- 
tered by activities of voluntary organizations such as the 
Canadian Mental Health Association and the Canadian Association 
for the Mentally Retarded; by the professional advice of the 
Canadian Medical Association and the Canadian Psychiatric As- 
sociation; by the national health grants and the national wel- 
fare grants for new services, professional training, and scien- 
tific research; and through the information programs of the 
Mental Health Division of the Department of National Health and 
Welfare. 


In the field of mental retardation, the federal govern- 
ment instituted a Mental Retardation Grant in 1967-68 over a 
five-year period to support health and welfare demonstration 
and research projects conducted by voluntary agencies for the 
mentally retarded. The amount allocated to this grant was 
$500,000 annually for the period 1967-68 to 1969-70, and 
$400,000 in 1970-71 and 1971-72. Mental health research funds 
allocated under the Public Health Research Grants amounted to 
S6177000"1n" 1970-7 beand $525 70004 tnt Po 71-72. 


Subsection 3 - Services for Specific Diseases or Disabilities 


Tuberculosis and respiratory diseases. 


New active cases of tuberculosis in Canada in 1969 num- 
bered 4,438 or 21 per 100,000, and in 1970 the total was 3,920, 
or 18 per 100,000 population. Reactivated cases reached 680 
in 1969 and 620 in 1970. Deaths again decreased, from 630 in 
1968 to 526 in 1969. It is estimated that more than half of the 
Canadian population aged 55 years and over are positive reac- 
tors who harbor the tubercle bacillus; most active cases arise 
from reactivations of the disease among this group. North Amer- 
ican Indians, Métis, and Eskimos experience much higher morbid- 
ity and mortality rates for tuberculosis and other respiratory 
diseases than do the rest of the Canadian population. 
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Provincial health departments, assisted by voluntary 
agencies, conduct anti-tuberculosis case-finding programs 
through community tuberculin-testing and X-ray surveys, with 
special attention to high-risk groups, routine hospital admis- 
sion X-rays, and follow-up of arrested cases. However, prac- 
tising physicians detect the greatest number of new cases. 


B.C.G. vaccine, estimated to be effective for 80 per cent 
of those vaccinated, is used in most provinces to protect high 
risk groups. Quebec and Newfoundland routinely immunize chil- 
dren and in the Yukon B.C.G. is routinely administered to all 
newborn. Treatment, including hospital care, drugs and rehabil- 
itation services, is free in all provinces. Chemotherapy has 
shortened hospital stay and facilitated out-patient or domicil- 
iary care. 


An annual federal grant of $20,000 is made to the Canadian 
Tuberculosis and Respiratory Diseases Association to improve 
the quality and efficiency of health services. Because tuber- 
culosis and other respiratory diseases still present serious 
health problems, research into the characteristics of afflict- 
ed persons, as well as research into the nature and treatment 
of respiratory diseases, is supported under the Public Health 
Research Grant (estimated at $202,600 in 1970-71), while related 
research is also carried out within the Department of National 
Health and Welfare. Other agencies known to be supporting 
research in this field in 1970-71 are the Canadian Tuberculosis 
and Respiratory Diseases Association ($86,000 plus $32,000) far 
four scholarships), the Ontario Thoracic Society ($125,000), the 
Muskoka Hospital Memorial Research Fund ($59,875), and the 
British Columbia Tuberculosis Christmas Seal Society ($55,025). 


The National Tuberculosis Reference Centre in Ottawa 
was opened in 1968 to establich uniform standards in testing 
for resistance to anti-tuberculosis drugs. 


Cancer. 


Cancer in 1969 ‘accounted for 19.2 per cent of all deaths 
in Canada, and the standardized cancer death rate increased to 
140.7 (156.0 for males and 125.2 for females). It is estimated 
that in Ontario, for example, one in every three residents may 
expect to develop some form of cancer. In Canada, cancer ranks 
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second highest as a cause of death; and over 91 per cent of 

the deaths from cancer occur after 45 years of age. Special 
provincial agencies for cancer control, usually in the health 
department or a separate cancer institute, carry out cancer 
detection and treatment, public education, professional train- 
ing, and research in co-operation with local public health serv- 
ices, physicians, and the voluntary Canadian Cancer Society 
branches. Although the provisions are not uniform, all cancer 
programs provide a range of free diagnostic and treatment serv- 
ices, to both out-patients and in-patients, that is financed 

by the hospital insurance programs or the federal-provincial 
cancer control grants. Hospital insurance benefits for cancer 
patients include diagnostic radiology, laboratory tests, and 
radiotherapy. The cancer control programs in Saskatchewan and 
New Brunswick also pay for medical and surgical services; in 
most provinces these costs are covered under the public med- 
ical care insurance schemes. 


Venereal diseases. 


Because of under-reporting, public health authorities 
consider the prevalence of venereal disease to be much higher 
than the number of cases recorded. In 1970 there were 2,501 
cases of syphilis and 31,544 cases of gonorrhea reported in 
Canada. In 1968, venereal diseases continued to head the list 
of reported notifiable diseases, with a combined rate of 119.3 
cases per 100,000 population; the rate for syphilis was 10.8 
cases per 100,000, and for gonorrhea, 108.6 cases per 100,000. 
In 1969, the combined rate rose to 140.4 cases per 100,000; 
the syphilis rate recorded was 11.4 cases per 100,000, and 
the rate for gonorrhea was 129.0 cases per 100,000. Fifteen 
per cent of all new cases of infectious venereal disease were 
reported among persons aged 15-19 years. 


The real impediments to control of venereal disease are 
attitudes and behaviour patterns that permit cases to go untreat- 
ed and contacts unlocated. Provincial health departments oper- 
ate clinics which provide free diagnostic and treatment services, 
and in some areas the departments pay private physicians to 
provide free treatment to indigents. In addition, the provinces 
Supply free drugs to physicians for treating private cases. 

Local departments of health carry out casefinding, follow-up 
of contacts and maintain health education programs. 
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Alcoholism. 


In all provinces, health departments or other official 
agencies administer programs for the prevention and control 
of alcoholism, including public education and related studies. 
Conservative estimates place the number of Canadians currently 
requiring these services at 270,000, if a clinical definition 
of alcoholism is used. Treatment services available are mainly 
for out-patients but, with the increasing awareness of need, 
most provinces have expanded facilities for in-patient services. 
Other facilities operated by official and voluntary agencies 
include hostels and special farms or prison centres for chronic 
offenders with drinking problems. In several provinces, 
alcoholics are treated in detoxication wards rather than in 
jails. Provincial alcoholism agencies in Ontario, Quebec, and 
Saskatchewan have broadened their programs to include other addic- 
tions, and British Columbia supports a separate narcotic ad- 
diction foundation. Because addictions are widely prevalent, 
street clinics, hospitals, mental health services, and other 
public and voluntary health and social agencies are also in- 
volved in their diagnosis and treatment. 


Other diseases or disabilities. 


Many services for persons with chronic disabilities, 
such as heart disease, arthritis, diabetes, visual and audi- 
tory impairments, and paraplegia have been initiated by volun- 
tary agencies assisted by federal and provincial funds. Today, 
treatment for specific conditions is available at hospital out- 
patient clinics and in-patient or day centres, at separate clin- 
ics and rehabilitation centres and under home care programs 
(see page 58). 


Subsection 4 - Public Medical Care Programs 


Prior to the establishment of government-administered 
medical insurance in all provinces over the last few years, 
prepayment arrangements to cover the cost of physicians' serv- 
ices, mainly voluntary as regards enrolment, had developed 
rapidly in both the public and the private sectors. 


By the end of 1968 basic medical or surgical coverage, 
or both, was being provided to about 17,167,000 Canadians, 
representing 82.0 per cent of the total population. At the 
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end of 1969, when public medical care BNE were operating 
in seven provinces, insurance for physicians'services covered 
18,885,000 or 88.8 per cent of the population. Public plans 
then accounted for coverage of 70.8 per cent of the total pop- 
ulation or 15,058,000 persons (up by 8,797,000 over the pre- 
vious year) and private plans for coverage of 18.0 per cent 

of the population. By April 1971 virtually the entire pop- 
ulation, of slightly over 21 million, was covered under public 
auspices. 


The four criteria for acceptability set out in the fed- 
eral legislation leave each province with substantial flexi- 
bility in determining the administrative arrangements for the 
operation of its medical care insurance plan and in choosing 
the way in which its plan will be financed, e.g., through pre- 
miums, sales tax, other provincial revenues, or by a combination 
of methods. 


In addition to the comprehensive physicians' services 
which must be provided as insured benefits by participating 
provinces, most plans also make provision for other health- 
care benefits that are part of the basic contract but towards 
the cost of which the federal government does not contribute. 
Refraction services by optometrists are included in most pro- 
vincial plans. A restricted volume of services provided by such 
practitioners as chiropractors, podiatrists, osteopaths, and 
naturopaths may also be insured. Residents may, if they wish, 
continue to seek insurance protection, generally from private 
voluntary agencies, for such additional services as dental care, 
special duty nursing, and prescribed drugs. 


Five of the eleven provincial and territorial medicare 
plans finance their portions of total costs from general rev- 
enues only and there is thus virtually no direct cost to fam- 
ilies apart from extra-billing that doctors may in some in- 
stances impose. Five plans employ premiums to help finance their 
Shares of costs and one usesa payroll tax. Typically, premiums 
are paid for welfare recipients, and various devices are used 
to keep the financial burden low for families that are poor but 
just above the poverty line entitling them to welfare assistance. 
The premium itself is kept low in Saskatchewan and Manitoba. 

The problem of minimizing the burden is approached differently 
in Ontario, Alberta and British Columbia: premium levies are 
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relatively high in their programs, but subsidies are available 
to reduce the cost of premiums to families and individuals 
with little or no taxable income in the preceding year. 


Modes of paying doctors can also have an effect upon 
how much of the total cost of physicians' services continues 
to be borne directly by patients. In Saskatchewan, Manitoba, 
and Newfoundland, an undertaking by the doctor to submit his 
bill directly to the insuring authority for payment carries 
with it a requirement, usually, that the amount paid (i.e., 
typically 85 or 90 per cent of the fee for the services, as 
specified in the fee schedule of the provincial medical as- 
sociation) represents payment in full for the service. The 
mode of direct-billing-to-public-authority does permit, every- 
where except in Quebec, extra billing provided the doctor in- 
dicates his intention to the patient beforehand. In some in- 
stances the extra-billing physician is also required to obtain 
prior written agreement from the patient, and to notify the 
public authority of the extra charge. In Quebec participating 
doctors receive their entire remuneration from the public au- 
thority and cannot extra-bill. 


In) all provinces a doctor electing, alternatively,. to 
submit his bill to the patient, rather than to the public au- 
thority, for payment may legally charge the patient extra 
amounts. In Quebec, doctors who elect not to participate must 
collect all accounts from patients, and such patients are not 
reimbursed in any way by the public authority. Elsewhere, the 
patient will be reimbursed by the insuring authority, but 
only on the basis of what the authority defines as the approved 
fee. Even under these circumstances the physician is required 
in most provinces to advise the patient, before rendering a 
service, that he intends to charge in excess of the amount of 
the reimbursement that the patient can expect from the author - 
ity. Notwithstanding these various arrangements it is believed 
that doctors typically waive the right to collect extra amounts 
from low income patients. 


Not all aspects of private insurance for physicians’ serv- 
ices were phased out after 1968. In Saskatchewan two non-profit 
private plans continued as fiscal intermediaries to transmit claims 
and payments between physicians and the public insurance admin- 
istration. In Ontario, British Columbia, and Nova Scotia, cer- 
tain private insurance agencies continued as non-profit carriers 
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performing administrative functions such as enrolment, checking 
eligibility, and paying claims, on behalf of or under the super-— 
vision of the public insurance authority. In other provinces 

the tendency was to absorb the administrative apparatus of the 
private agency into the public authority. 


Whether integrated or not into the public insurance au- 
thority as regards physicians' services insurance, several 
private plans have continued to offer policies to protect against. 
the costs of prescribed drugs, private-duty nursing care, serv- 
ices of paramedical personnel, and other services not yet covered 
by the government plans. 


Each of the eleven plans in operation is described brief- 
ly in the paragraphs that follow, in chronological order of en- 
try into the national program. Although most doctors are paid 
on a fee-for-service basis, alternative or additional arrange- 
ments include salary, sessional payments, contract service, cap- 
itation, and incentive pay. 


The program descriptions relate to operations, in most 
provinces, of the principal agency making payments for physicians' 
services. Such agencies do not represent the total public in- 
volvement in medical care since payments may also be made by 
workmen's compensation boards, by hospital insurance adminis- 
trations, or, for certain groups excluded from the coverage 
provided by the provincial agencies, by the federal or other 
jurisdictions responsible. 


Saskatchewan 


This program, introduced in July 1962, requires enrol- 
ment of the entire eligible population. The premiums are com- 
pulsory and amount to $24 per year for a family and $12 per 
year for a single person; they cover only a small portion of 
the program costs. Welfare recipients are automatically cover- 
ed and no premium payment is required for them. (1) 


(1) Legislative changes abolished, as of January 1, 1972, pre- 


mium-payment requirements for family heads 65 years of age or 
over. 
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The program description here is confined to the oper- 
ations of the Medical Care Insurance Commission, which is the 
principal administering agency for the overall provincial pub- 
lic authority concerned with prepaid medical care. The Com- 
mission makes payments to doctors for the bulk of the services 
provided under the Plan. A segment of the population obtains 
its insured services under terms and conditions identical to 
those of the Commission, by way of the separate administering 
agency known as the Swift Current Health Region. Also, the 
provincial authority arranges for payment for care in mental 
and tuberculosis institutions and for cancer control. 


In the program of the Commission, medical benefits in- 
clude home, office and hospital visits, surgery, obstetrics, 
psychiatric care outside mental hospitals, anaesthesia, labo- 
ratory and radiological services, preventive medicine, and 
certain services provided by dentists. There are no waiting 
periods for benefits and no exclusions for reasons of age or 
pre-existing health conditions. Refractions by optometrists 
are also an insured benefit. 


The Commission pays for approved services on the basis 
of 85 per cent of the fees listed in the physicians' fee sched- 
ule, Utilization charges, formerly imposed, were abolished 
by legislation, effective August 1, 1971. 


Physicians may elect to receive payment in three ways. 
First, the physician may receive directly from the public au- 
thority payment of 85 per cent of the tariff in. the current 
fee-schedule of the medical association, and accept this pay- 
ment as payment in full. Secondly, patients and physicians 
may enrol voluntarily with an "approved health agency" that 
serves as intermediary, with respect to payment, between the 
public authority and the physicians; here also the physician 


receives 85 per cent of the tariff. Thirdly, a physician may 
e@ 


(1) Effective August 1, 1970, the basis of payment was changed 
to 100 per cent of the 1968 fee schedule for most office and 
home visits, and upward revisions were made in payments relating 
to X-ray interpretations and fees in anaesthesia. 
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elect to submit his bill directly to the patient who pays him 
either before or after seeking reimbursement from the public 
authority; the physician may bill the patient directly for 
amounts over and above what the public authority has paid. 

No physician is compelled to confine himself to one or another 
of these modes of payment. Physicians in 19/0 submitted 51.5 
per cent of the total 3,165,000 claims received; approved 
agencies 40.5 per cent; patients 5.2 per cent; and optometrists 
2.8 per cent. 


British Columbia 


The province became a participant under the federal 
Medical Care Act on July 1, 1968. The plan is governed by a 
public commission with jurisdiction over a number of "licensed 
carriers", which are non-profit agencies charged with responsi- 
bility for day-to-day management of the separate components of 
the program. In addition to physicians' services and a limited 
range of oral surgery in hospital, the benefits include re- 
fractions by optometrists, some orthoptic services, limited 
physiotherapy, special nursing, chiropractic, and naturopathy. 


Participation in the program is voluntary. Premiums 
are $5.00 a month for single persons, $10.00 a month for two- 
person families, and $12.50 a month for families of three or 
more. For eligible residents, the government offers subsidies 
amounting to 90 per cent of the premium for persons with no 
taxable income and 50 per cent of the premium for persons with 
taxable income from $1 to $1,000. Welfare recipients are au- 
tomatically covered without payment of premium. 


Payment is made at 90 per cent of the current fee schedule. 
Physicians either bill patients for services rendered or accept 
payments directly from a licensed carrier. In the former case the 
physician has to notify the patient in writing before rendering 
a service that he is a non-participating physician, and the patient 
has to agree in writing that he is prepared to pay more than the 
amount of reimbursement that he may receive from the public au- 
thority. In the latter case, the physician may also charge a 
fee in excess of the tariff, provided the patient has been duly 
notified, he agrees in writing to the extra charge, and the a- 
mount of the extra charge is made known to the Commission. 


Newfoundland 


This province, together with Nova Scotia and Manitoba, 
became a participant on April 1, 1969. The Plan covers all 
medically-required services by doctors, plus a limited range 
of oral surgery in hospital. Refractions by optometrists are 
not a benefit. All eligible residents are covered and there 
are no premium levies; the provincial portion of total costs 
for insured services is met from general revenue. 


Benefit payments are limited to 90 per cent of the fee 
schedule. Physicians must formally select, and use exclusively, 
one of the modes of payment available. A participating phy- 
sician must accept 90 per cent of the fee schedule amount as 
payment in full. A non-participating physician may impose ad- 
ditional charges provided he informs the beneficiary that he is 
mot a participating physician and that he reserves the right 
to charge in excess of the amount payable by the plan. 


Traditionally, large numbers of doctors in Newfoundland 
contracted with the provincial government and with certain vol- 
untary agencies to receive salaries for service in outlying 
areas; these arrangements are still in force. 


Nova Scotia 


Nova Scotia became a participant on April 1, 1969. All 
eligible residents are covered. Registration is required but 
there are no premiums, the entire amount of the provincial por- 
tion of the costs of insured services being obtained from general 
revenues. Insured services include all medically necessary pro- 
cedures by practitioners, plus a limited range of oral surgery 
procedures in hospitals. Refractions by optometrists are not an 
insured benefit. 


Benefit payments by the plan are made at 85 per cent of 
the current fee schedule. Physicians must elect either to par- 
ticipate, that is, accept all payments directly from the plan, 
or not to participate. In either case physicians may extra-bill 
but they must obtain written consent from the patient prior to 
rendering the service, and the amount of the extra charge has 
to be made known to the Commission. 
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The Nova Scotia plan is administered by a non-profit 
carrier designated by the public authority as its sole agent 
with respect to fee-for-service accounts. This agency carries 
out all functions relating to eligibility checking and the 
processing and payment of claims, subject to review and audit 
by the public authority. 


Manitoba 
Manitoba began participating under the federal Medical 


Care, Act, on April 1, 1969., Enrolment, as. compulsorm fom aur 
eligible residents but failure to pay the required premiums is 


not a barrier to receipt of insured services. Premium levies 
are $0.55 per month for single persons and $1.10 per month for 
families. Coverage of welfare recipients is automatic without 


premium payment. There are no premium subsidies. 


The insured benefits cover all medically-required serv- 
ices provided by medical practitioners and limited dental 
surgery in hospitals. , Also included, with limitations.,.are the 
services of chiropractors and refractions by optometrists. 


Physicians may elect to participate in the plan and to 
accept all payments from the public authority, or they may e- 
lect to receive. payments direct. from. all, their patients,..4n 
the former case, the amount received (85 per cent of the fee 
schedule) must be accepted as payment in full. A non-partici- 
pating physician must give a patient "reasonable notice" if he 
intends to extra-bill. 


Alberta 


Alberta became a participating province under the fed- 
eral Medical Care Act on July 1, 1969, with administration 
by a Health Care Insurance Commission. 


In addition to physicians' services and a limited range 
of oral surgery, which are cost-shared with the federal govern- 
ment, the Alberta program includes refractions by optometrists, 
services and appliances provided by a podiatrist, and a limited 
range of osteopathic services. The combined annual premium of 
$69 for single persons and $138 for families covers both medical 
and hospital insurance. Subsidies reduce the premiums to $24 
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for single persons and to $48 for families with no taxable 
income in the previous year; to $36 for single persons whose 
taxable income does not exceed $500; and to $72 for families 
whose combined taxable income does not exceed $1,000. 


Registration and payment of applicable premiums are 
compulsory. Failure to comply makes householders liable, at 
time of seeking service, for payment of back premium levies, 
plus a penalty of 10 per cent of the unpaid premium. 


Residents objecting in principle to claiming benefits 
under the program can elect to remain outside the program (i.e. 
to "opt out") and not be liable for premium payment. For hos- 
pital and-related care, they are at liberty to obtain private 
insurance coverage but application of the federal Medical Care 
Act prevents private carriers from offering insurance for phy=- 
sicians' services. 


The plan also offers subscribers the option of purchasing 
insurance for additional health services (again, with subsidy 
provisions) from the voluntary Alberta Blue Cross agency. Rates, 
applicable to non-group enrolees only, are lower than regular 
non-group coverage offered by this agency, but slightly higher 
than regular group rates. The optional membership offers cov- 
erage for hospital differential charges for semi-private and 
private ward care, ambulance services, drugs, appliances, home 
nursing care, naturopathic services, clinical psychological serv- 
ices, and dental care needed because of accidental injury. 


Since July 1, 1970, payments to physicians have been 
made at 100 per cent of the 1969 fee schedule. 


Ontario 


Ontario began participating on October 1, 1969. Enrol- 
ment is compulsory for persons in specified employed groups 
and voluntary for others. The insured benefits currently cover 
all medically-required services of medical practitioners and of 
oral surgeons in specified hospital settings, refractions by 
optometrists, and coverage, with limitations, of certain para~ 
medical services offered by chiropractors, osteopaths, and po- 
Biatrists. 
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Payments are made at 90 per cent of the current fee 
schedule. Physicians may choose various modes of payments 
but are not required to enter into a formal commitment to con- 
fine themselves to any given mode. Regardless of the mode 
of payment selected, a physician is required to advise the 
patient of any intention to charge more than is provided under 
the Plan. These arrangements were under legislative review in 
late 1971, with the intention of requiring each physician to 
confine his billing to one of the alternative modes. 


Premiums are $5.90 per month for single persons, $11.80 
per month for two person families, and $14.75 for families of 
three or more. Coverage is automatic for welfare recipients 
and no premium payment is required for them. Subsidies for 
low-income families modify premiums as follows. 


(1) For those with no taxable income in the previous 
year -- full premium assistance (i.e., 100 per cent subsidy); 
(2) For those with some taxable income -- 


= 92,95 per month (1,6, . 90 per .cent subsidy) for 
single persons if taxable income in previous 
year was $500 or less; 


- $5.90 per month (i.e., 50 per cent subsidy) for 
2-person families if combined taxable income in 
previous year was $1,000 or less; 


- $5.90 per month (i.e., 60 per cent subsidy) for 
families of 3 persons or more if combined taxable 
income in previous year was $1,300 or less. 


There are two additional provisions relating. to. financtrar 
aid. Three months' coverage is paid for families qualifying for 
temporary assistance, and recipients of Old Age Security pensions 
are entitled to full subsidy of premiums at permissible income 


levels higher than the ceilings set under the general subsidy 
program. 


The public authority in Ontario makes use of administering 
agencies, which can be non-profit agencies or commercial insurance 
companies handling this component of their activities on a non- 
profit basis. Agencies can be "designated" or "participating" 
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depending upon their degree of involvement in enrolment and 
claims-processing functions. Most of their enrolment is of 
employee and other groups. Additionally, the Ontario Health 
Services Insurance Plan itself enrols members and processes 


claims and covers the majority of non-group and subsidized 


beneficiaries. 


By late 1971, the activities of many of the private 
carriers were being phased out and their administrative func- 
tions were being absorbed into the program of the public 
Carrier. 


Quebec > 


This province entered the national program on November 
ieee 70. nepistration of all“eligible residents is compulsory 
and, as with other plans, the benefits include all medically- 
required physicians' services and also refractions by optometrists, 
and a limited range of dental services. The medical services 
are provided for the most part by doctors engaged in private fee 
practice, and they are paid for on the basis of claims submitted. 
Doctors who participate receive their entire remuneration, di- 
rectly or indirectly, from the provincial agency, the Quebec 
Health Insurance Board, in accordance with a negotiated schedule 
of benefit payments for each service provided, and they cannot 
extra-bill. They may choose to be paid directly by the board, 
or indirectly by the patient, who is reimbursed by the Board. 
Doctors who choose not to participate must collect all fees 
(except for emergency care) from the patient, who cannot, as 
in other provinces, seek reimbursement from the provincial 
agency. He must pay the entire amount himself. 


The provincial portion of costs is met in part from 
general revenues and in part from an income tax surcharge and 
special employer contributions. The tax is 0.8 per cent of 
net income exceeding $4,000 if married and $2,000 if single. 
Maximum annual contribution is $125 for tax-paying employees 
who derive at least three quarters of their income from wages 
or salaries, and $200 in other cases. Employers contribute 
0.8 per cent of payrolls. 


Prince Edward Island 


The province began participating on December 1, 19.7.0... 
Benefits are comparable to those in other provinces that 
restrict services to those specified under the federal Medical 
Care Act. Registration is required but is not a condition of 
eligibility. All funds required to meet the provincial share 
of costs are obtained from general revenue sources. Doctors 
who elect to. collect directly from, patients, can, extra-bill put 
only up to the amount for the service as listed in the medical 
association fee-schedule, and only after they have told the 
patient their intention, obtained the patient's written consent, 
and notified the provincial agency of the amount. Doctors who 
elect, alternatively, to bill the provincial agency directly 
are paid by the agency 85 per cent of the fee-schedule amount. 
This they must accept as payment in full unless, again, they 
notify the patient of their intention to extra-bill for the 
additional 15 per cent, and obtain the patient's written consent. 


New Brunswick 


The province begangparbicipatine ton mlanianr yal eeelome 
Registration by family head is required, although it is not 
an eligibility requirement. Doctors must indicate whether or 
not they intend to participate in the plan; if they participate 
they‘ are obliged (tdvaccept sss iper. Gent.olethe currnenG poaq 
schedule amounts as payment in full (except for inclusive 
obstetrical services provided by a specialist, for which he 
can bill the patient an extra $43.50). Those doctors who elect 
to deal directly witoaparticulanepapiericudc regards payment 
may extra-bill, and in so doing are not limited to 13 per cent 


of the fee in the schedule provided the patient is informed before- 
hand. 


‘The New Brunswick plan, like others, is generally 
comprehensive, including limited oral surgery san whospital 


Northwest Territories 


The Northwest Territories entered the national program 
on April 1, 1971. Doctors who elect to submit accounts 6to0 ithe 
territorial insurance agency must accept as payment in full 
the amounts as set forth in the agency's benefit schedule. 


Those who choose to collect directly from patients must initially 
give notice to the agency that they are not participating, and 
must inform the patient beforehand of their intention. As in 
the four Atlantic Provinces, refractions by optometrists are 

not insured benefits. 


Because of isolated conditions in this far northern 
area, some doctors work as salaried employees even though 
payments made by the insuring authority are on a fee-for- 
service basis. 


Health Care Programs for Welfare Recipients 


Provincial programs providing certain medical care and 
other health care benefits to recipients of welfare allowances 
were in operation in all provinces prior to the introduction 
of province-wide medical care insurance. Organized provincial 
schemes providing stipulated health services were introduced 
in Ontario in 1942; Saskatchewan in 1945; Alberta in 1947; 
British Columbia in 1949; Nova Scotia in 1950; Manitoba in 
1960; Quebec in 1966; Prince Edward Island in 1966; and New 
Brunswick in 1967. Newfoundland for many years operated a 
plan that provided care as required for persons in need. The 
total number of persons eligible for benefits under such 
programs is estimated to have reached 1,150,000 in the fiscal 
year 1967-68. By April 1971 virtually all recipients of al- 
lowances were covered for physicians' services under the prov- 
incial medical plans. 


Hospital care insurance programs in every province 
provide automatic coverage to welfare allowance recipients 
without payment of premiums or co-charges by them. 


Under the Canada Assistance Plan the federal government 
pays half the cost of personal health care services not already 
insured under the hospital and medical insurance legislation. 
The coverage for the principal services is as follows. 


Physicians! Services. 


Following the implementation of provincial public 
medical care insurance plans, provincial welfare recipients 
became automatically enrolled, without premium payment, with 
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benefits and payment rates to physicians identical to those 
for the general population. Co-charges, when and where ap- 
plicable, and extra-billing are usually waived, and there 
may be coverage for such not generally-insured physicians ' 
services as travelling milage and telephoned advice. 


Prescribed-Drug Benefits. 


In British Columbia, Alberta, Saskatchewan, New Brunswick, 
and Newfoundland virtually all provincial public assistance 
recipients are enrolled under schemes providing prescribed- 
drug benefits. In Manitoba a drug program covers persons des- 
ignated as aged and infirm, recipients of mothers’ allowances 
and their dependents, government wards, and indigent persons in 
unorganized territory. A variety of systems of drug benefit and 
non-benefit lists are employed and payment rates to pharmacies or 
dispensing physicians are negotiated by provincial governments. 
Under several schemes co-charges are levied on patients. 


Drugs provided at local initiative in Ontario, Nova 
Scotia and Quebec are sharable under provincial legislation as 
well as under the Canada Assistance Plan and the Interim Ar- 
rangements Act. 


Dental Care Benefits. 


Dental benefit plans are operated for selected recipients 
of welfare in the four western provinces and in Ontario. In 
British Columbia, special means tests are applied to public as- 
sistance recipients in order to qualify them for enrolment. 

A separate program is operated in that province for the children 
under 13 years of age of all welfare recipients. The Ontario 
program provides dental benefits to persons in receipt of mothers' 
allowances and dependent fathers' allowances. This includes 
parents and their children under the age of 18. All provincial 
public assistance recipients qualify fox dental benefits of 
schemes operated in Alberta and Saskatchewan. 


Benefits under these dental plans typically exclude 
specified services and require prior authorization for some 
services. In the three westernmost provinces, posterior bridge- 
work, prophylaxis and paedodontics are excluded. Prior 
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authorization is required in British Columbia and Saskatchewan 
Per-dentures ;orelines ,; gold inlays, orthodontia and periodontia. 
Payments to dentists are at negotiated fixed rates under each 
of these’ plans. The patient is required to pay a co-charge of 
approximately 50 per cent of the cost of dentures in Alberta 
and Saskatchewan. 


All dental care expenditures by municipalities in Ontario 
in respect to welfare recipients are shared by the province and 
through the Canada Assistance Plan. 


A limited range of in-hospital dental surgery performed 
by physicians and dentists is a benefit under provincial medical 
care insurance plans. 


Optical Care Benefits. 


Health benefit schemes for welfare recipients included 
certain optical care services and eyeglasses in the four 
westernmost provinces. 


With the nation-wide implementation of public medical 
care insurance programs, refractions performed by physicians 
became general benefits under most schemes, and refractions by 
optometrists were also included in a number of provinces. 
Thus previously-existing special authorization requirements 
for refractions in respect to welfare recipients were removed. 


Frames, lenses and fittings continue to be benefits of 
the provincial health benefit schemes in the western provinces. 
Certain restrictions typically govern the amount which will 
be paid for frames, e.g., for cosmetic purposes. 


Other Health Care Benefits. 


Other health benefits which are provided under programs 
in some provinces include home nursing, appliances, physiotherapy, 
podiatry, chiropractic, and emergency transportation, usually at 
the discretion of the provincial authority. All such payments, 
including those initiated by municipalities, are sharable under the 
Canada Assistance Plan. Some of these benefits are now included 
under provincial medical care insurance plans. 
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Federal Programs. 


Traditionally the federal government has provided a 
range of health benefits to needy war veterans, Indians and 
Eskimos. 


These groups are now covered under provincial public 
hospital and medical insurance plans. The federal government 
continues to provide such extended health care as is necessary 
where it is not among benefits of provincial health insurance 
programs. 


Subsection 5 - Services for the Disabled and the Chronically I11 


In recent years, rehabilitation programs for injured 
workers, veterans, handicapped children, and other disability 
groups have been extended to all handicapped persons. Phys- 
ical medicine and rehabilitation departments have been established 
in teaching hospitals and most veterans' and children's hospitals. 
Specialized rehabilitation centres number some 22 in-patient 
facilities, of which eight are for children and five are workmen's 
compensation centres. 


Hospital services available to in-patients and out- 
patients include physical medicine, physiotherapy, occupational 
therapy, and social services; most of the children's hospitals 
and the teaching hospitals also supply speech therapy. The 
rehabilitation centres provide comprehensive medical, psychosocial 
and vocational services to more-severely disabled persons. 
Provincial and community agencies providing rehabilitation and 
home care services co-operate in the rehabilitation of disabled 
persons. 


Most large general hospitals conduct out-patient clinics 
for’ various diseases and disabilities, such as arthritis and 
rheumatism, diabetes, glaucoma, speech and hearing defects, 
heart diseases, and orthopedic and neurological conditions. 
Voluntary agencies concerned with such specific disability 
groups as arthritics, the blind, the deaf, children suffering 
from cystic fibrosis, haemophilia, or muscular dystrophy, the 
mentally ill or retarded, or disabled persons generally, arealso 
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broadening their rehabilitation services to include counseling, 
personal aids and appliances, transportation, employment and 
education, sheltered workshops and services for the homebound. 
Home care programs, under either hospital or community sponsor- 
ship, have been established in five provinces to provide nursing 
homemaker, physiotherapy, and other services to the disabled 
the chronically ill, the aged, and the convalescent. 


Provincial health, welfare, and education departments 
and voluntary agencies are developing specialized services for 
physically and mentally handicapped children. Most provinces 
have registries of handicapped children, of varying coverage, 
and these are being found increasingly useful in the planning 
and co-ordination of rehabilitation services. In addition to 
medical rehabilitation, health departments and the voluntary 
societies for the handicapped provide family counseling, 
Geereation, transportation, and foster home care; in most prov= 
inces travelling clinics extend periodic diagnostic and treatment 
services to outlying areas. Special schools or classes for 
various groups of handicapped children are operated by local 
school boards in the main cities, but most of the 17 residential 
schools for the deaf and the seven for the blind are operated 
under provincial auspices. 


Regional prosthetic research and training units, sup- 
ported by National Health Grants, have been set up in reha- 
bilitation centres in Montreal, Toronto, and Winnipeg, and in 
the Bio-Engineering Institute of the University of New Brunswick. 
Artificial limbs and prosthetic appliances are made available 
in 12 federally-operated prosthetic centres across Canada in 
accordance with provisions determined by provincial health 
departments. A federal-provincial program assists in meeting 
the extraordinary rehabilitation, maintenance, and counselling 
costs on behalf of children with thalidomide-induced defects. 


Eleven university schools offer training in physical 
therapy and/or occupational therapy and four provide training 
in audiology and speech therapy. 


In the year ended March 31, 1971, of the $22,888,849 
made available through the General Health Grants to assist 
the provinces in their rehabilitation programs, oy gee | nv 
was specifically allocated to the Medical Rehabilitation and 
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Crippled Children Grant. These grants are used to extend 
treatment services, to develop medical rehabilitation personnel 
through grants to the university schools and student bursaries, 
and for equipment and research. 


Section 4 - Emergency Health Services 


In 1951 when the responsibility for civil defence was 
transferred from the Department of National Defence to the 
Department of National Health and Welfare, the Civil Defence 
Health Services group was formed within the Department to 
make plans for health services in a wartime emergency. In 
1959, the Civil Defence Order assigned special powers and 
duties to several Ministers to prepare, and to assist the 
junior governments to prepare, for war emergencies (this order, 
as amended in 1963, was replaced in 1965 by the Civil Emergency 
Measures Planning Order) and the Canada Emergency Measures 
Organization was created to co-ordinate civil-defence planning. 


The Emergency Health Services Division, established in 
1959 by the Minister of National Health and Welfare in his 
own Department, encourages, with the support of an advisory 
committee, the provinces to develop their own emergency health 
services divisions. These are organized under a provincial 
director who is generally assisted by a health-supplies officer 
and a nursing consultant. A staff medical officer represents 
the federal Emergency Health Services in each province. 


The provincial emergency health services have four tasks: 
they ensure effective functioning of health services, so that 
vital health services will be maintained in an emergency or 
reorganized after a disaster; they encourage and co-ordinate 
local planning for the development of emergency medical units; 
they inform and educate the public through courses in first 
aid’ to the injured and in home nursing, and train professional 
health workers, students, and volunteers, for their functions 
during an emergency; and they dispose emergency medical units 
of the national stockpile at strategic locations. 


Not all provincial and municipal health departments have 
developed their emergency planning to such an extent that they 
could function in a wartime disaster. Some, however, have 
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planned their emergency measures so that they have been able 
to meet peacetime disasters successfully. Many emergency 
medical units have been strategically located, and the govern- 


ments generally are agreed upon the objective of emergency 
health planning. 


Section 5 - International Health 


Canada actively assists and co-operates with the World 
Health Organization (WHO) and the other specialized agencies 
of the United Nations whose programs have a substantial health 
component or orientation. Canada's term of office on the WHO 
Executive Board was terminated at the 2lst World Health As- 
sembly. 


Capital and technical assistance are provided to devel- 
oping countries through the Colombo Plan and other bilateral 
aid programs. Health training is provided for a number of 
persons coming to Canada each year under the various technical 
co-operation schemes; during 1970, there were 296 trainees 
in Canada studying in a wide range of health disciplines under 
the Canadian International Development Agency Program, but 
with greatest concentration in undergraduate medicine and in 
public health. The number of arrivals for such training has 
progressively diminished since 1966. 


Canadian experts in health legislation, health adminis- 
tration, nursing, and related areas undertook specific assign- 
ments abroad during the year and teachers and specialists in 
a number of clinical fields were provided in response to 
requests from developing countries. Capital assistance, 
primarily through the provision of Cobalt-60 beam therapy 
units for cancer treatment centres in the Colombo Plan area, 
was continued. As a result of their visit to Viet-Nam in 
1967, the Advisory Team on the Viet-Nam Medical Program 
recommendations regarding tuberculosis, rehabilitation, im- 
munization, hospital equipment, and other programs have been 
implemented, and the tuberculosis program was again reviewed 
during a visit by an expert in 1970. Projects for training 
is public health are in development in Viet-Nam and in Cameroun. 
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PART II - WELFARE AND SOCIAL SECURITY 


Responsibility for social welfare is shared by all 

levels of government. Comprehensive income-maintenance 

measures such as the Canada Pension Plan, old age security 
pensions, the guaranteed income supplement, family allowances, 
youth allowances, and unemployment insurance, where nation- 
wide coordination is required, are administered federally. 
The federal government gives substantial aid to the provinces 
in meeting the costs of public assistance and also provides 
services for special groups such as veterans, Indians, 
Eskimos, and immigrants. The Department of National Health 
and Welfare is generally responsible for federal welfare 
matters, although the Departments of Veterans Affairs, 
Indian Affairs and Northern Development, and Manpower and 
Immigration operate programs for specific groups. 


Administration of welfare services is primarily the 
responsibility of the provinces but the provision of services 
is often assumed by local authorities, generally with financial 
SLd.rromnaunespro vince’. 


Section 1 - Federal Welfare Programs 


Subsection 1 - Canada Pension Plan (1) 


The Act establishing the Canada Pension Plan received 
Royal Assent on April 3, 1965 and was proclaimed in force on 
May 5 of the same year. Collection of contributions commenced 
in January 1966, and in January 1967 the first benefits were 
paid in the form of retirement pensions. In February 1968 
the first survivors' benefits were paid, and in February 1970 
the first disability benefits were paid. The Plan represents 
an important milestone in Canadian social development. it 
will enable millions of people to make financial provision for 
their retirement and to protect themselves and their dependents 
or survivors against loss of income in the event of the disa- 
bility or death of the head of the family. 


ee 


(1) Prepared by the Canada Pension Plan Administration. 
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The Plan is universally applicable throughout Canada, 
except in the Province of Quebec, where a comparable pension 
plan has been established. The Canada and Quebec Pension 
Plans are closely co-ordinated and operate virtually as a 
single program. Together, they cover almost all members of 
the labour force in Canada. Benefit credits accrued under 
the Canada or Quebec Plans are portable throughout Canada. 

A contributor who may have worked for more than one employer 
during his lifetime or who may be self-employed for all or 
part of his working life will accumulate pension credits 
regardless of where he may work in Canada. In addition, 
benefits under the Plan are payable to beneficiaries whether 
or not they live in Canada. Every contributor to the Plan 
must have a Social Insurance Number so that his pensionable 
earnings may be accurately recorded for benefit purposes. 


The maximum pensionable earnings for a year were $5,000 
for 1966 and 1967, $5,100 for 1968, $5,200 for 1969, $5,300 
forelI70p;<and $5)/400cfor al97tvd FromitO22 toi31905 ysthestiewae 
of $5,400 will be adjusted in line with changes in the Pension 
Index which, in turn, is based on the Consumer Price Index. 
Beginning in 1976, the maximum pensionable earnings for a year 
will be adjusted in accordance with changes in the Earnings 
Index to reflect changes in average wage and salary levels in 
Canada. 


To participate in the Plan, a person must be between 
the ages of 18 and 70 and earn more than $600 yearly as an 
employee, or at least $800 if he is self-employed. In 1971, 
contributions are made on earnings between $600 and $5,400 a 
year in the case of both employees and self-employed persons. 
Employees contribute at the rate of 1.8 per cent and a matching 
contribution is made by their employers; self-employed persons 
contribute at the rate of 3.6 per cent. No contributions are 
to be made by persons while they are receiving disability 
pensions or after they commence to receive retirement pensions. 
Although contributions are made on annual earnings between 
$600 and the maxima referred to above, benefits are calculated 
on total earnings up to that maximum. That is, while contribu- 
Clons are not paid on the first $600 of annual earnings, that 
amount is nevertheless included in the calculation of benefits. 


The earnings-related component of the benefit which a 
person 1s entitled to receive under the Canada Pension Plan 
is based on the contributor's average pensionable earnings. 
Before this average is calculated, however, all earnings are 
adjusted in line with the average of the maxima on pensionable 
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earnings during the benefit year and the two preceding years. 
Thus , when a benefit first becomes payable, the earnings on 
which it is based are related to the maximum on pensionable 
earnings at that time rather than to the maximum when the 
earnings were received. 


Benefits are classified under three main headings: 
Retirement Pensions; Survivors' Benefits, consisting of a 
widow's pension, a disabled widower's pension, orphans ' 
benefits, and a lump sum death benefit; and Disability 
Benefits, comprising pensions for disabled contributors and 
benefits for their dependent children. 


From 1970 on, Retirement Pensions became payable to 
contributors who are 65 years of age or over provided that, 
if under age 70, they were retired from regular employment. 
For contributors who have reached 70 years of age, retire- 
ment pensions are payable regardless of whether they are 
retired. They become payable at their full rate beginning 
in January 1976. This rate amounts to 25 per cent of what 
the updated pensionable earnings of contributors have averaged 
since January 1, 1966, or from age 18, whichever comes later. 


Contributors who become eligible for retirement pensions 
prior to 1976 receive reduced amounts. In the calculation 
of Retirement Pensions that commence during this period, 
pensionable earnings are averaged over ten years or 120 months. 
The only exception occurs where a disability pension has been 
paid, in which case the time during which that pension was in 
pay is deducted from the ten years and the remaining period 
used for averaging purposes. In the calculation of retirement 
pensions that commence after 1975, provision is made to assist 
the contributor who may have had periods of low or no earnings 
during his contributory period. This is accomplished by 
dropping out the number of months during which contributions 
may have been made after age 65, and either by using the 
pensionable earnings in those months in place: of earlier 
periods of lesser or no earnings, or by dropping such pension- 
able earnings out of the calculation if they are less favourable 
to him. Also dropped out of the calculation are up to 15 per 
cent of the number of months he could have contributed before 
age 65 and the earnings in an equal number of months, although 
the drop-out must not reduce the number of months for averaging 


purposes to less than 120. 
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A person under 70 years of age who is in receipt of a 
retirement pension must meet an earnings test. Lin st9A¢ieepthe 
maximum annual remuneration from employment he may earn with- 
out affecting the amount of his pension is $960. Should his 
yearly earnings exceed this figure, his pension is reduced as 
follows. When annual employment earnings are between $960 and 
$1,600, the reduction will equal 50 per cent of the amount over 
$960, or an amount of up to $320 per year; if earnings exceed 
$1,600, the amount deducted will be $320 plus the actual amount 
earned over $1,600. However, the amount of pension is not 
subject to reduction for any month in which the pensioner does 
not earn over $80. -At-age,70)) abhcontributdr assrenekeledamn 
receive the full amount of his retirement pension regardless 
of the amount of his earnings. 


Survivors ' Benefits became payable in February 1968. 
They are paid to or on behalf of the survivors of a deceased 
contributor who has made contributions for the present 
minimum qualifying period of three years for those whose 
benefits commence before 1975. 


A woman who is widowed between ages 45 and 65 is 
entitled to a widow's pension consisting of the flat-rate 
component plus 37% per cent of her husband's retirement 
pension. The flat-rate component is equal to $25 multiplied 
by the ratio of the Pension Index for the year in which the 
contributor dies to the Pension Index for 1967. Thus, for 
1971, the flat-rate component is $27.06. Should her husband 
not be in receipt of a retirement pension at the time of his 
death, such a pension is calculated in prescribed manner for 
the purposes of computing the amount of the widow's pension. 
If a woman is widowed under age 45, the same pension is paid 
provided she has dependent or disabled children or is herself 
disabled. If she does not meet any of these requirements, 
her pension is reduced by an amount equal to 1/120 for each 
month she is less than age 45 at the time of her husband's 
death. Accordingly, if a woman is widowed at age 35 or less, 
and has no dependent or disabled children and is not herself 
disabled, she will not receive a widow's pension until she 


reaches 65 years of age, unless she becomes disabled in the 
meantime. 


A widow aged 65 or over receives a widow's pension 
equal to 60 per cent of her husband's retirement pension, 
regardless of her age at the time her husband died or 
whether she was receiving a widow's pension before she 
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became 65. Again, if her husband was not in receipt of a 
retirement pension at the time of his death, one is calculated 
in prescribed manner in order to compute the amount of the 
widow's pension. Women who receive widows' pensions may also 
have contributed to the Canada Pension Plan themselves and 
consequently may be entitled to retirement or disability 
pensions in their own right. In such cases, the widow's 
pension will be combined with the other pension, in accordance 
with a prescribed formula, but the combined total cannot 
exceed the maximum retirement pension payable under the Act. 


Orphan's benefits are payable on behalf of a deceased 
contributor's unmarried dependent children. The rate for 
each of the first four children is equal to the flat-rate 
component of the widow's pension ($27.06 for 1971); formore 
than four children the total benefit, which is divided equally 
among the children, is the sum of $27.06 for each of four and 
half of that amount for each child in excess of four. Bene- 
fits are payable until the child reaches age 18 or up to age 
25 if he continues to attend school or university full time. 


A disabled widower's pension is payable where he was 
wholly or substantially dependent on his wife for financial 
support at the time of her death. The test of disability is 
the same as that for a person who claims a disability pension 
and the pension formula is the same as that for a disabled 
widow age 45 or more. 


When a contributor dies, a lump-sum death benefit 
equal to six times his monthly retirement pension will be 
paid to his estate. This benefit is subject to a maximum of 
10 per cent of the maximum pensionable earnings whieh, £oL 
1971, would mean a payment not exceeding $540. Should a 
contributor not be in receipt of a retirement pension at the 
time of his death, a calculation is made in prescribed manner 
for purposes of establishing the amount of the death benefit. 


Disability Pensions became payable in 1970. A ; 
contributor is considered to be disabled if he has a physical 
or mental disability that is so severe and likely to continue 
so long that he is incapable of regularly pursuing any 
substantially gainful occupation. ‘Disability pensions , plus 
benefits for the dependent children of disabled contributors, 
are available provided contributions have been made to the 
Plan for the present minimum qualifying period of five years. 
The amount of the pension consists of a flat-rate payment equal 
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to the flat-rate component of a widow's pension plus 75 per 
cent of what the contributor's monthly retirement pension 
would have been had he reached age 65 when his disability 
pension commenced. Benefits are payable on behalf of a 
disabled contributor's dependent children at the same rates 
and under essentially the same circumstances as the orphan's 
benefits. 


All monthly benefits are adjusted upwards annually if 
the changes in the Pension Index warrant it. Benefits in 
payment in 1967 were increased by two per cent effective 
January 1968, those in payment in 1968 were increased by two 
per cent effective January 1969, those in: payment in 1969 
were increased by two per cent effective January 1970, and 
those in payment in 1970 were increased by two per cent 
effective January 1971. 


Any contributor or beneficiary under the Plan has the 
right to appeal decisions with which he is dissatisfied. 
Appeals by employees and employers regarding coverage and 
contributions are first made to the Minister of National 
Revenue and, if the individual is not satisfied with the 
Minister's decision, he may appeal to the Pension Appeals 
Board whose decision is final. For self-employed persons, 
appeals with reference to the assessment of their earnings 
for Canada Pension Plan purposes are treated in the same 
way as appeals under the Income Tax Act. With respect to 
benefits, there is a three-stage appeal procedure: first, 
to the Minister of National Health and Welfare; second, to 
a Review Committee; and third, to the Pension Appeals Board 
whose decision: is; finale 


The legislation provides for the investment of the 
funds that accrue from monthly contributions, less the 
estimated amounts required to pay benefits and administrative 
costs over a three-month period. These funds are made 
available to each province on the basis of the relationship 
between the contributions made to the Plan by and on behalf 
of residents of that province and the total contributions 
made to the Plan. Funds not borrowed by the provinces are 
invested in federal securities. The Canada Pension Plan is 
entirely self-supporting, in that all benefits and all costs 
incurred in the administration of the program are financed 
solely from the contributions made by employees, employers, 


and self-employed persons and the interest earned from the 
investment of funds. 
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An Advisory Committee representing employers, employees 
self-employed persons, and the public, which was established 
in 1967, reviews from time to time the overall operations of 
the Plan, the state of the Investment Fund, and the adequacy 

of coverage and benefits; and reports to the Minister of 
National Health and Welfare. In addition, a report on its 
activities is included in the Annual Report on the Plan. 

The legislation authorizes arrangements to be made with other 
countries to achieve as full coverage of persons in the labour 
force in Canada as is possible and to ensure the portability 
of pension credits between Canada and the countries concerned. 


The Minister of National Health and Welfare is 
responsible for the administration of all parts of the 
program except coverage and the collection of contributions, 
which come under the jurisdiction of the Minister of National 
Revenue. The Unemployment Insurance Commission is responsible 
for the assignment of Social Insurance Numbers and for the 
maintenance of the Central Index. The Department of Finance 
is responsible for the administration of the Canada Pension 
Plan Account and the Canada Pension Plan Investment Fund. 

The Department of Supply and Services gives assistance to 

the Department of National Health and Welfare in the operation 
of the electronic data processing service which is required 

to maintain the Records of Earnings of contributors and to 
calculate benefits payable under the Plan. The Chief Actuary, 
Department of Insurance, is responsible for the preparation 
of reports on the future financial progress of the Plan and 

on the effect on the Fund of proposed amendments to the Plan. 


The Canada Pension Plan Administration of the Depart- 
ment of National Health and Welfare consists of a head office 
establishment in Ottawa, a network of 38 District Offices 
located in the major population centres in Canada outside 
the Province of Quebec, and 104 local. offices; tne iest- 
named on a part-time basis. 


Tables» 13 to 19 set out statistics of the Canada 
Pension Plan. 


Subsection 2 - Old Age Security 


Under the Old Age Security Act of 1951, as amended, 


the Federal Government pays 4 monthly pension to all persons 
aged 65 and over who meet the necessary residence qualifications. 
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TABLE 19 - AVERAGE INCOME OF CONTRIBUTORS TO THE 
CANADA PENSION PLAN AND QUEBEC PENSION PLAN, 
BY PROVINCE, CALENDAR YEAR 1969 
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Province 


Newfoundland 


Prince Edward Island 


Nova Scotia 


New Brunswick 


Quebec 
Ontario 


| 
i 
| 
| Manitoba 


| Saskatchewan 
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| Alberta 

British Columbia 
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| Yukon Territory 

| 
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| Northwest Territories 


| Canada 


a Te ee ee 


Average Income of: 


Male 


Contributors 


| 
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H 
| 
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Female 
Contributors 
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All 
Contributors 
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Until 1966 the pension was payable to those aged 70 or over 
but an annual one-year reduction in pensionable age from 70 
to 65 was completed in 1970. Prior to 1968 the pension 
amounted to $75 a month but, in 1968, 1969, and 1970, the 
amount of the pension was adjusted in line with changes in 
the Pension Index developed for the Canada Pension Plan; it 
reached $79.58 in 1970. In December 1970 the Act was amended 
to set the Old Age Security Pension equal to $80 per month 
effective January 1, 1971. In future this amount will not be 
escalated for persons not in receipt of the Guaranteed Income 
Supplement. (See below for escalation of the Supplement.) 


The Old Age Security pension is payable to a person 
of attained age who has resided in Canada for ten years 
immediately preceding the approval of his application for 
the pension. Any gaps in the ten-year period may be offset 
if the applicant had been present in Canada in earlier years 
for periods of time after reaching age 18, equal in total to 
three times the length of the gaps; in this case, however, 
the applicant must also have resided in Canada for one year 
immediately before the month in which his application for 
pension may be approved. The pension is also payable to 
persons of attained age who have left Canada before reaching 
that age but who have had 40 years of residence in Canada 
since age 18. A pensioner may absent himself from Canada 
and continue to receive payments. If he has lived in Canada 
for 25 years since his 21st birthday, payment outside of 
Canada may continue indefinitely; if not, payment is continued 
for six months, in addition to the month of departure, and is 
then suspended, to be resumed only with the month in which he 
returns to Canada. 


The program is administered by the Department of 
National Health and Welfare through regional offices located 
in each provincial capital, to which application is made for 
pension. The regional office in Edmonton administers accounts 
for and receives applications from residents of the Yukon and 
the Northwest Territories. The Old Age Security plan is fi- 
nanced through a 3 per cent sales tax, a 3 per cent tax on 
corporation income and, subject to a limit of $240 a year, a 
4 per cent tax on taxable personal income. The revenues from 
these sources are paid into a separate fund called the Old Age 
Security Fund, from which are paid the Old Age Security pensions 
and, from January 1, 1967, benefits under the Guaranteed Income 
Supplement program. Tables 20 and 21 provide statistics of the 


Old Age Security program. 
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Guaranteed Income Supplement. - A 1966 amendment to the 
Old Age Security Act provides for the payment of a monthly 


guaranteed income supplement to Old Age Security pensioners 
who have little or no income other than the pension. The 
program commenced on January 1, 1967. Beginning at that date, 
the maximum supplement was $30 a month; after 196/, it was 

40 per cent of the amount of the Old Age Security pension. 
With the latter pension being escalated in 1968, 1969 and 

1970 the maximum supplement reached $31.83 a month in 1970. 
Under the December 1970 amendment to the Act, effective 

April 1, 1971, the maximum monthly supplement was raised to 
$55 for a single pensioner and to $95 for a married couple, 
both of whom are pensioners. In future years the maximum 
monthly supplement will be escalated based on increases in 

the cost of living as applied to the combined amount of the 
Old Age Security pension and the Guaranteed Income Supplement 
with the entire increase in the maximum benefit being added 

to the supplement. In the fiscal year 1971-72 pensioners with 
no other source of income are guaranteed an annual income of 
$1,620 each, or $3;060° forsa married couple if both ave 
pensioners. In 1970 the corresponding amounts were $1,336.92 
and $2,673.84 respectively. 


Pensioners with income in addition to their old age 
security pension may receive partial benefits. The maximum 
supplement is reduced by $1 a month for every full $2 a month 
of income over and above the Old Age Security pension and any 
supplement that may have been received. Income for this purpose 
is the same as that computed in accordance with the Income Tax 
Act. In the case of a married couple, each is considered to 
have one-half of their combined income. Where one spouse will 
not be receiving an Old Age Security pension at any time in 
the current year, six times the amount of the monthly Old Age 
Security pension is deducted from one-half of the combined 
income in calculating the income of the pensioner for Guaranteed 
Income Supplement purposes. 


Payments will not be made to married couples unless 
both spouses submit returns. However, in order to prevent 
undue hardship when no statement of income is obtainable from 
one spouse, the other, in certain circumstances, may be deemed 
to be single for purposes of determining income. Furthermore, 
although marital status is determined as at March 31 of the 
year preceding the benefit year, even if this status should 
change in the current year, a special provision allows a person 
to be deemed either married or single in the preceding year. 


meee of ee 


If a pensioner who is in receipt of a supplement leaves 
Canada, the supplement will be paid for the month of departure 
and for six further months. Payment will then be discontinued 
until his return. 


The Guaranteed Income Supplement program is administered 
in conjunction with the Old Age Security pension program. An 
application for the supplement is sent to each person when he 
begins to receive the Old Age Security pension and subsequently 
at the beginning of each calendar year. Entitlement is re- 
assessed each year on the basis of the pensioner's income in 
the preceding year. 


Statistics of the operations of the Guaranteed Income 
Supplement program appear in Tables 22 to 29. 


Subsection 3 - Family Allowances 


The Family Allowances Act of 1944 assists in providing 
equal opportunity for all Canadian children. The allowances 
do not involve a means test and are paid from the federal 
Consolidated Revenue Fund. They do not constitute taxable 
income but there is a smaller income tax exemption for children 
eligible for allowances. 


Allowances are payable in respect of every child under 
the age of 16 years who was born in Canada, or who has been a 
resident of the country for one year, or whose father or 
mother has been domiciled in Canada from a date three years 
immediately prior to the date of birth of the) child. Payment 
is made by cheque each month, normally to the mother, although 
any person who substantially maintains the child may be paid 
the allowance on his behalf. Allowances are paid at the 
monthly rate of $6 for each child under 10 years of age and 
$8 for each child aged 10 or over but under 16 years. If the 
allowances are not spent for the purposes outlined in the Act, 
payment may be discontinued or made to some other person or 
agency on behalf of the child. Allowances are not payable for 
any child who fails to comply with provincial school-attendance 
legislation, who ceases to be maintained by a parent, who ceases 
to be a resident of Canada, or on behalf of a girl who is married 


and under age 16. 
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TABLE 23 - NUMBERS AND PERCENTAGES OF THE POPULATION RECEIVING 
GIS AS OF JANUARY 1, 


95 a8 aes ‘i 


Sex 
Per cent of Population (b) 
ee Receiving GIS and 
hee Without With 
other other 
income (c) | income (c) 


0.0 0.0 
ae 8.1 

33 ah 8.4 

TGS 10 

27 B 12 

39 SF 14.6 

2:79 S740 3 19.0 
- 84 WotR | 224 
- 89 45.6 | 24 8 
- 94 52.0 25.4 
61.9 | 30.3 

H ibsye) 


Based on samples of GIS applications. 


Based on intercensal estimates of population as of June l, 


Statistics Canada. 


1969 


US RONRWCAUODDO 


| 289,850 


39.5 

Ox0' 89.1454 
30.4 | 19,920 
S20 27 522504 
O24 2°20), 585s 
39.8 || 24,520 | 
47.3 | 109,825 * 
56.9 97,155 | 
626 8270125 
69.9 || 35,360 | 
77.4 | 10,945 
92.2 2,925 | 
OP ae oat A ay 8 
0.0 | 29,360 
D550 Wt a? 625 
OT 2 HW 35,940 
a6 Ae o> 7 20 
SG leat 4595 
42.6 || 184,895 
52.6 | 164,440 
63.4 | 117,955 | 
65.7 || 57,500 
69.8 | 17 ,360 
91.1 4,150 | 


As aa Taneeny Ly 


1969 AND 1970, BY SEX AND AGE(a) 


Without 
other 
income (c) 


With 
other 


Per cent of Population(b) 
Receiving GIS and 


income (c) 


19:70 


Total 


2059" 4 17.9 38.8 
20.8 8.8 29.6 
PREG 9.7 32 od 
2526 10.9 S5g 
26E7 Lies 36.2 
29.4 iS.7 Oh aS 
30.3 £554: ooh A509 
S968 2052 OF 540 
Gono eet  o5ee 65.9 
ASEA, he 26.2 71.6 
49.0 24.5 73.5 
69.4 22.0. | 814 
hile) ie") 48 
1525 RO ee ae 
ies ee ae cee) 
19.4 foe PP Bins 
20.6 266 cee 
24.6 16.1 40.7 
25.6 16.2. “1 4108 
30.0 20.9 50.9 | 
36.6 25.7 62.3 
40.8 26.2 67.0 | 
46.0 25.7 Tigi 
61.5 rie OW: S474 
44.2 
1968 and June 1, 1969 by 


That is, exclusive of OAS and GIS during the previous calendar year. 


Not eligible for either OAS or GIS at age 65 years in 1969. 
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TABLE 24 - INCOME STATUS DURING PREVIOUS YEAR OF OAS PENSIONERS RECEIVING GIS 
AS OF JANUARY 1, 1969 AND 1970, BY SEX, AGE, AND MARITAL STATUS (a) 


Not-married (b) Married pensioners in Married pensioners in 
pensioners two-pensioner families one-pensioner families 
Sex 


Per cent (e) 


Per cent Per cent 


and : Average (d) : Average (d) : Average (d) 
with ‘ with : with : 
: facsees income (c) Peonece) income (c) bnecsere income (c ,e) 
ge 
“A ye $ $ z 7, $ $ % i $ $ 
| Male 
65 (g) 0.0 | 29.3 Qare2s 7a 0.0 S000 897 
66 0.99 | 726.6.| 290eer4on! S92 Firs ag 842 
67 AE el we Pa el ar) Re ice Ong S 810 
68 27.0 34.4 | 248 | 196 | 49.6] 47.2 774 
69 25.3. | 72943 | 160 2199) 302 | 582 801 
| 70 - 74 30.5. | 933928 | 220% 2401) 50-9) 54.2 671 
\a75) = 79 34.1. 1°37 24. | 256k 1249)| ON 1 538 655 
Bore es 34.1 3651. | 271 > 250) 4 558 585 
85 - 89 34.6 (3850 | 245%. 248 | 46 S| 50.9 421 
90 - 94 29.1 |S3706. | 2754. 188h) Gore t a8 SB i | 136 
95 plus 29.6 | 35.8 | 274) 219 | 40.4] 46.2 | | 0 
Female | | 
65 (g) 6.0 326 O | 2583] © ‘ 24.9 Gd 278 O10 1.3245 0 318 
6 29.9 |eg3e8 | 204588 @2.01 25%) 253 | 255. eid) 2607 162 464 
67 29.7 | 30.8 | 247 | 232 | 22.0) 30.4] 248 | 249 | 24.9/ 25.0) 443 308 
| 68 27.6) 83252. | 262), 257+ ee 26 289 | 286 71:0 }3724 795 271 
69 31.8 39.1 | 248 | 226 | 29.1] 28.4] 200 | 225 Tyg ae ea 328 | 428 
70.= 74 33.1° 199504.) 249 $242.) Oe) 300. R es | 198 VR tee Pasko 134 | 539 
75 - 79 34.9 |¢3@t7 | 2525 DAS! as | 33,8. 01216 | 190 | 19.0) 19.0 529 179 
80 - 84 320° 193990 | 26H i 1as5a) 30.8! 34.9] 215 | 193 | 0} 12.5 ) | 1,002 | 
85> = 89 34.5 | °3687 | 2371 (2260! 5.8 | 35.9171 | 220 ap 100 ;ouEsoRD 380 453 
90 - 94 32.7. 193393.) 19ee 2051! 676.1. 35.0 been 25g 0} 0 | 0 | 0 : 
95 plus 24.0 | 22.0. | Yeed s176 | Los (57, FL L6e 254 wep 1Loosom 0 170 | 0 
All ages 32.9 36.7 | 246 | 240 | 27.4) 30.4 16.0 | 29.5 314 ; 388 
Both sexes | | 
65 (g) 0.0 31.6 0) 255 | pO lh 29 4 0 | 
66 30.2 31.6 | 293.) 2778 Be Sh 31.3 390.4 
67 .0 3h42-| 25 aah ebro t 37.6 
68 4 363° | 258-q) 298M 32.3003 1.94] | 
69 36.2 | 235 ees225.1 364d 39.8 | 
70 - 74 35.0 | 2aleel ate al Same. 7 | 
75 - 79 382A | 253.) ZAG i A506 45.2 
80 - 84 38.2 | 250 239 | 44.6 | 48.6 
85 - 89 37.1} 240 234 | 44.0 46.8 
a a es 199 | 47.0 | 45.7 
205 190 .3| 48.4 


(a) Based on samples of GIS applications. 

(b) "Not-married pensioners" is defined as "persons who have never married, persons who 
are not now married because of death of spouse, divorce or legal separation, or persons 
whom the Minister has deemed to be not-married for purposes of the program." 

(c) Excluding OAS and GIS. 

(d) Per pensioner having income. 

(e) Of pensioners only. 

(£) The years shown are those in which the incomes were actually received. Thus the years 
1968 and 1969 refer to the 1969 and 1970 GIS recipients respectively. 

(g) Not eligible for either OAS or GIS at age 65 years in 1969. 
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TABLE 25 - SOURCES AND AVERAGE AMOUNTS OF INCOME(a) FOR THE PREVIOUS YEAR, 
OF 1969 AND 1970 RECIPIENTS OF GIS, AND OF NON-PENSIONER SPOUSES, 
BY MARITAL STATUS, FEMALES (b) 


Non-Pensioner 
Spouses 


Not-married 
Pensioners (c) 


Married 
Pensioners 


Source of income 


1968 (d) | 1969(e) | 1968 (d) 


1. Pensions, Annuities and Other 


Retirement Benefits 


Number (h) 
Per cent of all with income (i) 
Average amount of income (j) 


. Earnings from Employment 


Number (h) 
Per cent of all with income (i) 
Average amount of income (j) 


NO 
’ 
tN 
Ke) 
Nea) 
nN 
~ 
t=) 
—~ 
coum 
NN 
wo 
Wm 
NR Oo 
- © 
SNM 
bo 
Ne 
on 
al 
in © 
> 
Low 
ie) 
co 
oe) 


get 747.1 1S. . 985.1 SOL 8h. . 373 |S uaeBAL. hau c77S 


. Professional Fees Earned 


Number (h) 
Per cent of all with income (i) 
Average amount of income(j) 


§ 212/86 204/§ 415|$ -225|$1,204|$ 144 


4, Net Profits from Business 


Number (h) 
Per cent of all with income (i) | OF 0.8 


ry 
SS 
ry 
Loe) 
1o 2) 
i) 
> 
[o-e) 


Average amount of income(j) i$ IES 19415 236s 360 | $ 4871S 440 


5. Dividends 


Number (h) 
Per cent of all with income (i) 
Average amount of income(j) 


6. Interest 


Number (h) 
Per cent of all with income (i) 
Average amount of income (j) 


78,270| 93,660] 25,195| 32,260 | 6,740) 8,245 
79.3 82.4 86.3.4 9987.0 54.5 E27 
1844 S.5-18IelS 1684) Sach 164 | Sacre Og «R190 


7. Net Rent 


Number (h) 
Per cent of all with income (i) 
Average amount of income (j) 


. Other Net Income 


Number (h) 
Per cent of all with income (i) 
Average amount of income (}) 


~wALL Sources 


113,640 | 29,205 
Sa nia > 225 


98,670 
$ 249 


Number with income 
Average amount of income (j) 


(a) Exclusive of OAS and GIS. 

(b) Based on samples of GIS applications. 

(c) Defined as in Table 24, footnote (b). < 

(d) 1968 income of GIS recipients in pay as of January 1969 (66 years of age and over). 

(e) 1969 income of GIS recipients in pay as of January 1970 (65 years of age an arenes ) 

(£) 1968 income of spouses of GIS recipients in pay as of January 1969 (66 years of age an 
over). é : 

(g) 1969 income of spouses of GIS recipients in pay as of January 

(h) Since a person may have income from more than one source, 
numbers having income from each source are not additive. Vs 

(i) That is, of all pensioners of same sex, married and not-married. 

(j) From the specified source, for those with income from that source. 


1970 (65 years of age and over). 
there is duplication and the 


Ling 


TABLE 26 - SOURCES AND AVERAGE AMOUNTS OF INCOME(a) FOR THE PREVIOUS YEAR, 
OF 1969 AND 1970 RECIPIENTS OF GIS, AND OF NON-PENSIONER SPOUSES , 
BY MARITAL STATUS, MALES (b) 


Not-married Married Non-Pensioner |! 
g Pe Sees | Pensioners (c) Pensioners Spouses 
ourc | 
: 1968 (d) | 1969(e) | 1968(d) | 1969(e) | 1968(£) | 1969(g) | 
| | 
1. Pensions, Annuities and Other | | 
Retirement Benefits | 
Number (h) 7,075 | 8,790 26,745 34,265 230 | 360 | 
Per cent of all with income (i) O74, 20.8 34.8 S756 10263 1S) 
Average amount of income(j) iy S8Sries SZGRIES FiO aS CAI |i Siilies Tele oi Se CAL | 
2. Earnings from Employment | | | 
Number (h) 2,130 22025 8 ,450 8,360 LG ae te O50 | 
Per cent of all with income (i) 5.8 4.8 Lee he s(@) 9.2 55 69m 46.5 
Average amount of income(j) $ AREY APS ZONES Gls) |S 586} $ 919 SEe230) : 
3. Professional Fees Earned 
Number (h) 125 85 330 435 40 : | 
Per cent of all with income (i) ORS Oa 0.4 0.5 Be’, - | 
Average amount of income(j) S 281 |5$ E235\es 622° (Fs 396. Ss 700 - | 
4. Net Profits from Business | : 
amp urea ae Moe ee 4,280 6,156 400 SHAQ | 
er cent of a with income (i Be : Ses. 6.8 dienes) E50 | 
Average amount of income(j) S 23 06iaS 139] S$ 5a0r is 583 eS" 97 GOs Soe 760 
5. Dividends | 
Number (h) | “559951 955801) 7,090) 75315 40 200 | 
Per cent of all with income (i) | ire 6.1 OZ 8.0 IE ho) 8.8 | 
Average amount of income(j) $ Ae S TPSGh I) FO Nes 17 Wes ares 98 | 
| | 
6. Interest | | 
ages: ener ’ ‘ pare ies 48 ,615 60,160 Tl 9 ld beet el 2S | 
er cent of a with income (i FEAT TOwZ. O52 66.0 Sika nd 45.8 
Average amount of income(}) ¢ 1661S ILS aS DESI peeks 237 [Soa S299 | 
7. Net Rent | | 
a a he a \ 
Number (h) 2,025 Juels Tees 6,960 795 4 240 : 
Per cent of all with income(i) Dae: 3.8 hs 7.6 10.4 | 10 .6 | 
Average amount of income(}) So} 2317, 8" 2489S  38eNTSrP set Ween gre! 
8. Other Net Income 
ee { 
Number (h) 1,095 635 2,565 1,485 100 40 
Per cent of all with income(i) B20 L5 Shes: phd, She 1.8 
Average amount of income (}) $ 190 | $ iReiile PS PGES 220 rs a Oa Se SO 
9. All Sources 
sores with income 565,555 42 ,180 76,865 SH ol KOS Prealecet) 22.60 
verage amount of income (j) 9248 8 (237 6 SER e595 Seer ame 20 
(a) Exclusive of OAS and GIS. 
(b) Based on samples of GIS applications. 
we Defined as in Table 24, footnote (b). 
en foes ee = ee recipients in pay as of January 1969 (66 years of age and over). 
i ieee o IS recipients in pay as of January 1970 (65 years of age and over). 
eg may of spouses of GIS recipients in pay as of January 1969 (66 years of age 
(g) 1969 income of gs tod 4 4] 
pouses of GIS re t 
(h) Since a person may have income pad ities ge) a er pace ae (65 years of 354 and over), 
dumbers havi ne tae ee an one source, there is duplication and the 
Gone ae e from each source are not additive. 
Pare Be fe) al _pensioners of same sex, married and not-married. 
e specified source, for those with income from that source. 
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TABLE 27 - PER CENT OF RECIPIENTS OF GIS AS OF JANUARY 1, 1969 AND 1970, 
HAVING NO INCOME(a) IN THE PREVIOUS YEAR, BY SEX, AGE, AND MARITAL STATUS (b) 


: Married Pensioners | Married pensioners 
Not-married : z : : 
- in two-pensioner in one-pensioner 
pensioners (c) aoe Ae 
families families 


OCORRNYUWUNHO 


Female 


= 
#3 
.0 
6 
0 
ae 
.0 
AS 
30 
0 


ODHDDYNOUNWUADW 


(a) That is, no income except OAS and GIS. 
(b) Based on samples of GIS : Ronen 
i in Table 24, footnote ; 

. any eae me are those in which the incomes were actually received. Thus 
the —— 1968 and 1969 refer to the 1969 and 1970 GIS recipients respec~- 
tively. 

(e) Not eligible for either OAS or GIS at age 65 years in 1969. 


= 88 - 


TABLE 28 - PERCENTAGE DISTRIBUTIONS OF ALL GIS RECIPIENTS AND OF THOSE WITH INCOME, 
AND THEIR AVERAGE INCOMES, DURING THE PREVIOUS YEAR, 
AS OF JANUARY 1, 1969 AND 1970, BY SEX AND AGE(a) 


Average income during 
revious years (b) 
Fe All GIS GIS recipients P y 


and recipients with income (b) Of all GIS Of GIS recipients 
recipients with income 


7, a vy $ $ $ ; 


0 i} ae 
27) 4.4 
4 556 
af Shae) 
5S) 6.0 
4 26.2 
pS) 237.4 
30) 16.4 
Ae, Tiel 
.6 2730 93 
4 3 


pais 
a Vag 


Tes | 


459 440 


0 100.0 


0.0 4.4 0.0 356 

LS 4.6 Brae 4.0 

LES 4.9 3.8 Ih 3! 

et 4.8 4.6 BS) 

Saw Sah SA) Dial 

(heels: DE (hi 27 20 IMENTS) 

Lopill Dap Bos) Zen DE Al 

Teavik: V6.8 eZ IE ete} 

to} gill 832 orl is) le) 

28 IES) 2.9 2 64 99 
95 plus 8 7 .8 5 60 45 

| 


Both Sexes 


65(d) 0.0 de 0.0 317 
66 | eee 4.5 4.2 4.3 
67 | 4.5 5.0 4.1 4.9 
68 5.4 4.9 4.9 4.8 
69 5 5.8 4.8 5.8 
70h aah 27.6 25.6 Ziad OSut 
Te ay 24.5 27 3 26.1 207 
80 - 84 1h 16.3 17.6 17el 
85 - 89 8.0 8.0.4 8.2 7.9 
90 - 94 2.4 2h s 23 249 83 182 
95 plus Auf Ale, .6 Ap, 


O2 53 
All ages 100 .0 100 .0 | 100.0 100 .0 122 130 342 | 331 


(a) Based on samples of GIS applications. 


(b) Excluding OAS and GIS. 


(c) The years shown in these columns are those in which the incomes were actually 


received. Thus, the years 1968 and 1969 refer to the 1969 and 1970 GIS 
recipients respectively. 


(d) Not eligible for either OAS or GIS at age 65 years in 1969. 
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The program is administered by the Department of 
National Health and Welfare through regional offices located 
in each provincial capital. The Regional Director located 
at Edmonton also administers the accounts of residents in the 
Yukon Territory and Northwest Territories. Table 30 gives 
Statistics for each province for réecentayearrs. 


The federal government pays family assistance, at the 
rates applicable for family allowances, for each child under 
16 years of age resident in Canada and supported by an 
immigrant who has landed for permanent residence in Canada, 
or by a Canadian returned to Canada to reside permanently. 
The assistance, which is payable monthly for the first year 
of the child's residence in Canada, is intended to bridge the 
gap until the child becomes eligible for family allowances. 
The eligibility requirements, other than those relating to 
residence, are the same for family assistance as for family 
allowances. 


The Province of Quebec introduced its own family allow- 
ances program, supplementing the federal scheme, under legisla- 
tion enacted in 1967, and Newfoundland in 1966 introduced a 
program called the Parents! Supplement (Schooling Allowances) , 
under which payments are made for children attending school. 
(See pp. 120-121). 


Subsection 4 - Youth Allowances 


Legislation providing for a program of youth allowances 
became effective September 1, 1964. The federal government 
does not provide youth allowances in Quebec, which has had 
its own program, called schooling allowances, since 1961. 
With the introduction of the federal scheme, Quebec agreed to 
make certain changes in its schooling allowances program so 
that it would be comparable to the federal measure; since 
then that province has been compensated by a tax abatement 
adjusted to equal the amount that the federal government 
would otherwise have paid in allowances to Quebec residents. 
The federal youth allowances and the Quebec schooling allow- 
ances programs cover all eligible young people in Canada. 


Under the federal program, monthly allowances of $10 
are payable in respect of all dependent children aged 16 and 
17 who are receiving full-time educational training or are 


2 Ole 
TABLE 30 - FAMILY ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1966 TO 1971 


Rant dens | Children | Average | Average Net 

Province and year receiving eon Wey : als of | allowance(a) | total 
allowance praes ildren | allowances 
in March | Paid in | per family | Per | Per | paid during 
March in March | family | child | fiscal year 

Sa aie li mia I I al bie a § 
Newfoundland........... 69,346 210,512 3.04 | 20.40! 6.71 | 16,945,059 
1967} 70,435 | 210,082 2.98 | 20.08] 6.73 | 16,960,053 
| 1968 72,041 210,812 293 | Tor 70 | Gere | 16,983, 302 
i 1969 | 73,786 haan 2.86 | 19.27} 6.76 | 17,046,934 
1970 74,922 | 209,866 | 2.80 | 18.89 6.75 | 17,048,134 
L971 76,405 | 208, 804 Ze73 | 18.46 | 6.76 16,942,945 
Prince Edward Island...1966 14,054 39, 632 | 2.82 | TOROSm oro 3, 2315 76 
1967 14,099 39%, 342 Zoi s) | TTS | 6274 3,190,484 
1968 | 14,236 39,100 2505 18.60 | Gaz7 sy78,092 
1969 14,312 38,684 Yaw Al) | 16.32 | On fs, Beta. 90 
1970 14,328 37,966 | 2565 | 18.03 | 6.80 3,120,546 
erie Oe 14,577 37,755 | Db <B)S) | L267. | 6282 3,091,849 
NOVA SCOtIa ur leruers toyeicns 1966 | 104,856 267, 689 IDS) i i784 (G.ge 2,630,926 
1967 | 105,214 264,998 | Zee | AL FAS OME | MS 27/5 PAL Sef SIs)z 
1968 | 106,712 | 263,340 | 2.47 | 16.73 | 6.78 | 21,410,766 
1969 | 107,741) 261,086 | 2.42 | 16.43 6.79 | 21,307,047 
1970 | 108,451 | 257,330) 2.37 | 16.16 | 6.82 | 21,145,467 
1971 | 110,278 256,085 | Vy ye | 15.86 | 6.84 21,016,284 
NEWwe BIcunis wa Chater ther ker eet 1966 | SZesol! | 233,724 | heey | LOVOST| 6576 18,982,908 
1967 | 825929 | DI) Tp she: | Cay. | ily, IAS) |) Ne 7/7/ USS / 525034 
1968 | 84,108 221 TeT DoT ish, SV) ein The U3E5 955552 
1969 | 85,840 | 224,085 Zoi 17376 || 66.80 18,399,405 
1970 | 86,141 PAs) }S}e) pM ye 17.34 6.83 18,070,949 
1971 | 87,622 216,827 7 Ef) 16.90 | 6.84 iy, 809571 
Bacbeerteebes ots 1966 | 792,955 | 2,043,428 257 17.38 | 6.76 | 164,972,052 
1967 | 805,315 | 2,034, 966 2.53 17.10 | 6.77 | 165,095,827 
1968 | 818,220 | 2,025,173 2.48 16.78 | 6.78 | 164,637,234 
1969 829,169 | 1,998,409 2a 16.40 | 6.80 | 163,502,053 
1970 | 837,683 | 1,963,792 Phe yei 16.01 | 6.84 | 161,788,099 
1971 | 843,472 | 1,917,469 Qe 15.62 | 6.88 | 159,083,996 
AE Seen ee 1966 983,502 | 2,284,059 | 2.32 15.61 | 6.73 | 182,377,587 
1967 | 1,007,038 | 2,308,919 DPS) 15.48 | 6.75 | 185,309,485 
1968 | 1,029,734 | 2,329,769 2.26 15.30 | 6.76 | 187,635,949 
1969 | 1,048,475 | 2,337,972 223 15 130}; 6278 -/1169, 231, 474 
1970 | 1,065,683 2: 363-271. Dee 14.98 | 6.75 | 190,401,103 
1971 | 1,087,721 | 2,370,500 apesalles: 14,71 4 6.79 | 8909669, 525 


(a) Based on gross payment for March. 


Province and year 


(Maavait: Olaliaiccaie ecnaneich swenst a 


Saskatehewany. sus csi: 


AL Det awoeied, stern ate 


Berets, Columbia. a. eee 


Yukon and Northwest 
Territories 


Canada 


Families 
receiving | 
allowance | 
in March 


| 
| 


No. 
eS Zea oa 
Sse OAL AL 
US 098 
32 W333) 
132,530 
134,338 


131, 266 
130,876 
131,164 
130,999 
128,328 | 
125,397 


213,489 
216,086 | 
220,778 | 
226,628 
231,903 | 
237,198 | 


254,871 
264, 480 | 
273,093 
280,671 
289,747 
298,894 


6,298 
6,458 
6,917 
7,230 
7,840 
8,521 


2,785,636 
2,833,941 
2,888,101 
2,937,084 
2,977,556 
3,024,423 


(a) Based on gross payment for March. 


eae 
TABLE 30 - FAMILY ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1966 TO 1971 (Concluded) 


Children 
for whom 
allowance 
paid in 
March 
No. 
32 ey, 
215 E66 
SiS P/E 
3115,.60/7 
307,626 


306,426 


332,952 
330,015 
326,957 
321,791 
312,003 
301,674 


525,859 
527,411 
531,409 
535,468 
539,975 
546,520 


589,041 
605,443 
616,519 
624,487 
634,712 
641,546 


16,414 
16,734 
17,883 
18.373 
19,762 
20,873 


6,865,057 
6,882,874 
6,901,486 
6,882,900 
6,865, 302 
6,824,479 


DO” TO) +N RO BS) ho BS) ©) TNS eho SRS SKS 


fh abo’ Th oS. of 6b 


RS) 8th: or GN: TSS) ORS 


Average 
number of 
children 
per family 
in March 


-41 
309 
.36 
232 
28 


»54 
Beye 
.49 
.46 
-43 
.40 


.46 
-44 
41 
298 
235 
. 30 


Roy! 
29 
. 26 
a22 
pets. 
ah5 


Average 


allowance (a) 


Per 


GY “Ov Cri ‘Gy (GN {Ox 


fonugens 7 Reny Kops Keays ten) 


OP OW ON TONE ON FON 


To Cy Cv Oy OV 


total 
allowances 
paid during 
fiscal year 


25,925,991 
25,651,443 
25,432,808 
25,331, 933 
25,165,427 
24,977,643 


26,988, 369 
26,870,934 
26,710,541 
26,470,525 
‘25,937,454 
24,997,113 


42,345,742 
42,563,978 
42,990,910 
43,554, 268 
44,001,049 
44,260,032 


47,006,572 
48,525,782 
49,773,623 
50,686,069 
51,646, 363 
52,514, 320 


1,322, 300 
1,366,935 
1,424,781 
1,496, 764 
1,585,909 
1,698, 644 


551,734,824 
555,794,947 
558,774,458 
560,186,052 
560,049, 848 
557,841,923 
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precluded from doing so by reason of physical or mental 
infirmity. Both the parent or guardian and the child must 
normally be physically present and living in a province other 
than Quebec. The allowance is not payable to a parent who 
resides in Quebec or outside Canada, regardless of where his 
child may be attending school. However, a child may attend 
school in Quebec or outside Canada or, if disabled, receive 
care or training in Quebec or outside Canada, and still be 
considered eligible, on the basis that he is a resident of 

a province other than Quebec but is temporarily absent. 


Allowances normally commence with the month following 
that in which family allowances cease and continue until the 
school year terminates. They are paid retroactively for the 
summer months when the child returns to school at the com- 
mencement of the new school year, although allowances for a 
disabled child not attending school are payable continuously 
throughout the year. Should a student leave school, leave 
the country permanently, cease to be maintained, take up 
residence in Quebec, or die, the allowance will cease. Other- 
wise, the youth allowance continues until the end of the month 
in which the young person reaches age 18. Youth allowances 
are considered not to be income for any purpose of the Income 
Tax Act. 


The program is administered by the Department of 
National Health and Welfare. The national director of the 
family allowances and old age security programs is also 
responsible for administering youth allowances, assisted by 
regional directors located in each of the provincial capitals 
other than Quebec City. The costs of youth allowances are 
met from the Consolidated Revenue Fund. Table 31 contains 
some statistics. 


Section 2 - Federal-Provincial Welfare Programs 


Subsection 1 - Canada Assistance Plan 


The Canada Assistance Plan was enacted in 1966 as a 
comprehensive public assistance measure to complement other 
income security measures. It provides, under agreements 
with the provinces, for federal contributions of 50 per cent 
of the costs of assistance to persons in need and of the 
costs of certain welfare services. The plan has largely 


= 940% 
TABLE 31 - YOUTH ALLOWANCE STATISTICS, BY PROVINCE, 


YEARS ENDED MARCH 31, 1966 TO 1971 


Youths for whom allowance paid in March 


Attending school | Having physical or 
full-time mental infirmity 


Net total 
allowance 
paid during 
fiscal year 


Province and year 


Total youths 


No. No. No. $ 
NewLound landiyaawsrercusmrs) sks 1966 14,970 151 Se bal deo 9 Le 90% 
1967 15,527 157 15,684 1,686,661 
1968 15,867 Ly, 16,024 1,747,142 
1969 17,047 159 17,206 1.6655. 324 
1970 17,886 160 18,046 1,967,468 
1971 S257 165 18,682 2,060,939 
Prince Edward Island...1966 3053 40 35993 395,465 
1967 3,432 38 3,470 397,505 
1968 3,347 33 3,380 392,096 
1969 3,516 27 3 43 401,466 
1970 SITING. 15 35.705 422,204 
1971 3,836 ibe 3,848 440, 868 
Novas Scotian sa ania ae 1966 22,972 176 23,148 2,691,768 
1967 22,938 192 23,130 2,654, 786 
1968 23,518 155 23,673 2,697,524 
1969 24,871 154 25,025 2,833,634 
1970 26,467 117 26,584 3,002,805 
197 27,596 120 27,716 ST 3493 
New Brunswickoa4. sees. 1966 19,868 204 20,072 2,311,244 
1967 195878 199 20,077 2,300,043 
1968 20,689 150 20, 840 Ze30 le 241 
1969 PL SVS 107 2 659 2,486,409 
1970 22,260 108 22,368 ZO G7 
1971 23,354 95 23,449 2,676,410 
On Garona. ce ee 1966 189,923 783 190, 706 21,978,399 
1967 192,861 1,234 194,095 22,491,673 
1968 207,176 1,399 208,575 23,763,161 
1969 2206 1,379 2255/6 25) 343% G12 
1970 232 Lie UST 233527 1 26,653,435 
Loa 243,972 1,070 245,042 28,054,017 
Mand:tobary siiacer ree 1966 245930 148 28,078 3,249,490 
1967 20, 10> 134 27,909 3,242,828 
1968 28,708 125 28,833 3),°293;702 
1969 30, 262 69 SO 338i 3,475,233 
1970 315423 61 31,484 3,601,849 
LO 7H: SVAN (T/L 41 2) Oe 3 AZ 2e O54 
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TABLE 31 - YOUTH ALLOWANCE STATISTICS, BY PROVINCE, 


YEARS ENDED MARCH 31, 1966 TO 1971 (Concluded) 


Youths for whom allowance paid in March 


Attending school | Having physical or 
full-time mental infirmity 


Net total 
allowance 
paid during 
fiscal year 


Province and year 


Total youths 


$ 
SaskateMmewanl scien. cusue «phone 3,414, 834 


3,434,721 
3,487,264 
3,633,295 
33,347 3,783,018 
3,916,165 


Ct ae ee 42,058 4,836,771 


43,103 4,960,783 
45,129 5,148, 230 
48,663 5,498, 398 
51, 264 5,823, 362 


6,217,312 


Bitter shacolumbaa oe air aie LO 5), 9345 292 


54,291 6,159,249 
56,939 6,462,040 
60,502 6,836,640 


63,554 7,195,255 
7,656,133 


30,210 
28,044 
29, 340 
33,534 
39,394 
41, 366 


eoceerecsseeoerreivecses 


34,176 
39, 340 
45,240 
49,928 
51,672 
60,540 


Northwest Territories.. 


Lege MG Seater’ 402,802 404,794 46,468,550 
409,591 412,121 47,395,633 
432,051 434,565 49,426,980 
460,055 462,385 52,457,272 
482,400 484,476 55,101,899 


508,960 SSO 2o7 


507,057 


a QGwe 


replaced the Unemployment Assistance Act, 1956, although the 
latter continues in effect in some provinces for an interim 
period with respect to certain programs that utilize a means 
test and are being phased out but that are not covered under 
the Canada Assistance Plan. All provinces had signed agree- 
ments under the Canada Assistance Plan by the end of August 
1967 and the Yukon signed in December 1969. The arrangements 
for contracting out of certain shared-cost programs that were 
introduced in 1965 under the Established Programs (Interim 
Arrangements) Act are applied to Quebec's agreement. It is 
provided that the provinces may discontinue their programs 

of old age assistance, blind persons allowances, and disabled 
persons allowances and provide instead aid under their general 
programs, with costs shared under the plan (see pp. 99-102). 


The plan extends federal sharing to include the following 
costs, which were not shared under the Unemployment Assistance 
Act: assistance to needy mothers with dependent children, 
maintenance of children in the care of provincially approved 
child welfare agencies, health care services to needy persons, 
and the extension of welfare services to prevent or remove 
causes of dependency or to assist recipients in achieving 
self-support. 


Health care services may include medical, surgical, 
obstetrical, optical, dental, and nursing services; drugs; 
dressings; prosthetic appliances; and other items associated 
with the provision of such services. Welfare services may 
include rehabilitation services; casework; counselling and 
assessment services; adoption services; and homemaker, day- 
care, and similar services supplied to persons in need or to 
persons to whom the service is essential if they are to remain 
self-supporting. 


_ The only eligibility requirement specified is that of 
need, which is determined through an assessment of budgetary 
requirements as well as of income and resources. A province 
must not require previous residence as a condition of 
eligibility for assistance or for continued assistance; rates 
of assistance and eligibility requirements are set by the 
province so that they may be adjusted to local conditions and 
the needs of special groups; and the provinces must establish 


procedures for appeal from decisions that relate to the pro- 
vision of assistance. 
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The federal government reimburses the provinces for 
50 per cent of the cost of assistance provided to persons 
in need and for 50 per cent of certain costs of improving or 
extending welfare services. 


"Assistance" includes any form of aid to or on behalf 
of persons in need for the purpose of providing basic require- 
ments such as food, shelter, and clothing; items necessary 
for the safety, well-being, or rehabilitation of a person in 
need, or for a handicapped person, such as special food or 
clothing, telephone, or rehabilitation allowance; maintenance 
in a home for special care such as a home for the aged, a 
nursing home, or a welfare institution for children; travel 
and transportation; funerals and burials; health care services; 
welfare services purchased by or at the request of provincially 
approved agencies; and comfort allowances for inmates of 
institutions. 


The cost of improving and extending welfare services 
may be calculated either (1) as the amount by which the cost 
of providing welfare services exceeds that of the period 
EromiApe mete 964 tol March: 31,°1965 or (2)as *thée-cost of 
employing persons who are engaged wholly or mainly in the 
performance of welfare service functions and who are employed 
in positions filled after March 31, 1965. No province has 
followed the second alternative. Included for sharable 
purposes are the costs of salaries and employee benefits, 
travel, research, consultation, fees for conferences and 
seminars, and certain costs of staff training. The sharing 
of cost of work activity projects that prepare persons for 
employment and of the extension of provincial welfare services 
to Indians on reserves, on Crown lands, or in unorganized 
territory, is governed by special agreements. 


Federal payments under the Canada Assistance Plan 
amounted to $390.8 million in the fiscal year 1969-70 
(see Table 32). 


As noted above, all programs under which aid is based 
on a needs test are included for reimbursement under the 
Canada Assistance Plan under which all provinces and the 
Yukon have signed agreements. 


The Unemployment Assistance Act, however, remains in 
effect in the Northwest Territories and, for a transitional 
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period, in some provinces to cover certain means-test programs 
during the process of conversion to needs-test programs with 
sharing under the Canada Assistance Plan. 


During the year ended March 31, 1971, the federal 
government made payments amounting to $14 million for unem- 
ployment assistance, including payments to Quebec by the 
Department of Finance under the Established Programs (Interim 
Arrangements) Act. 


Subsection 2 - Allowances for Blind Persons 


The Blind Persons Act of 1951, as amended, provides for 
federal reimbursement to the provinces for allowances to blind 
persons age 18 or over who meet the ten-years' residence re- 
quirement and specific income limits. For an unmarried person, 
total income including the allowance may not exceed $1,500 a 
year; for a person with no spouse but with one or more de- 
pendent children, $1,980; for a married couple, $2,580. When 
the spouse is also blind, income of the couple may not exceed 
$2,700. Blindness Allowance statistics appear in Table 33. 


The federal contribution may not exceed 75 per cent of 
$75 a month or of the allowance paid, whichever is less. The 
province administers the program and, within the limit s56fopEne 
federal Act, may fix the amount of allowance payable and the 
maximum income allowed. Effective April 1, 1965, compensation 
was made to Quebec under the Established Programs (Interim 
Arrangements) Act. 


Under the terms of the Canada Assistance Plan a province 
may elect to aid needy blind persons under the general as- 
sistance program with costs shared under the Canada Assistance 
Plan (see p. 98). In accordance with this provision several 
provinces no longer accept applications under the Blind Persons 
Allowance Act. They may also transfer current recipients of 
blind persons allowances to their general programs, provided 
that there is no decrease in benefits. By mid-1971 four 
provinces (Quebec, Ontario, Saskatchewan, and Alberta) had 
discontinued receipt of applications under this program. 


Subsection 3 - Allowances for Disabled Persons 


The Disabled Persons Act of 1954, as amended, provides 
for federal reimbursement to the provinces for allowances 
paid to permanently and totally disabled persons age 18 or 
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TABLE 33 - BLINDNESS ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1966 TO 1970 


| Average Federal 


| : Recipients "amount of government 
Province and year in March | monthly | contribution 
allowance | during year 
| No. | S S 
| Newfoundland........... 1966 465 8 i gaeees 304, 203 
| 1967 438 | 72.98 292,224 
| 1968 41das th -~7OaKs 285,162 
1969 401 | 73.30 227,298 
1970 G7 tis ene | 261,979 
Prince Edward Island...1966 i Eee 47,372 
1967 Ye Paley OS vale i ae Gm Gi 8. 
1968 | 69 4) Were | 45,639 
1969 | 63 URI ACE gle alata 06 27, 
1970 50 | G2 ee Ads 
Nova Scotia............ 1966 Ti. ee | 487,504 
1967 682 § 73.19 | 466,060 
1968 636 | 73.28 | 4402422 
1969 577, | «73.50 | 405,049 
1970 524 ee Mem oy Obaliy, 
N@woBruniswil0kK. cc .¢c. et 1966 626 foaled. | a sao. 4 4 / 
1967 Rag ao ae ae | 407,930 
1968 536 Lh ata pray glesfatst: 
1969 491 Pog eee 
| 1970 448 7306. POs Aer s6 
Quebecs” Ati See sues 1966 Ae hla i i es | 1,840,998(a) 
1967 2,560 73.17" FASO) 
1968 2,424 Joe42 | AG 97 a 
| 1969 2, 242 P3093 1,532,632 (a) 
| 1970 Ze lige sy Cees 1,442,995 (a) 
| Ontario aes der ari erase 1966 PieeQ 4 | “B7aoe 1,153,040 
| : 1967 710 | "67209 1,081,629 
| 1968 G55 teas 259,748 
1969 B30". = eae iy ee ply 
1970 258 unowos toto 7 5 


(a) Effective April 1, 1966, Quebec received compensation under 
the terms of the Established Programs (Interim Arrangements) 
Act. Figures are shown for comparative purposes only and 
represent the federal Share, which would have been paid to 


Quebec if payments had continued under the original agree- 
ments, 
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TABLE 33 - BLINDNESS ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1966 TO 1970 (Concluded) 


Average Federal 


Pie teen wierder Recipients | amount of government 
y in March monthly contribution 
allowance | during year 


$ 


251,385 
226,219 
200,718 
186,795 
174, 388 
248 , 004 
204,547 
110,352 

67,091 
51,482 
307,676 
284,078 
258,007 
229,294 
192,338 
358, 287 
336,639 
315,769 
300 , 888 
292,557 
3,994 
5 Ban 
3,460 
3,518 
2,700 
32,310 
28,069 
23,083 
22,969 
20,085 

5,473, 190 (b) 

5,092, 207 (b) 

3,945,481 (b) 

3,589, 632 (b) 

1,853,442 (b) 


Northwest Territories.. 


‘Canada RSE. Rape iaa: Semen ie GRE Sa a 


(b) Figures include the federal share which would have been paid to 
Quebec if payments had continued under the original agreements. 
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over who meet the required definition of “permanent and total 
disability", the ten-years' residence requirement, and speci- 
fied income limits. For an unmarried person, total income 
including the allowance may not exceed $1,260 a year. For a 
married couple the limit is $2,220 a year except that, if the 
spouse is blind within the meaning of the Blind Persons Act, 
income of the couple may not exceed $2,580 a year. Statistics 
for recent years are set out in Table 34. 


The federal contribution may not exceed 50 per cent 
of $75 a month or of the allowance paid, whichever is less. 
The province administers the program and, within the limits 
of the federal Act, may fix the amount of allowance payable, 
the maximum income allowed and other conditions of eligibility. 
Effective April 1, 1965, compensation was made to Quebec under 
the Established Programs (Interim Arrangements) Act. 


Under the terms of the Canada Assistance Plan a province 
may elect to aid needy disabled persons under the general as- 
Sistance program with costs shared under the Canada Assistance 
Plan (see p. 93). In accordance with this provision several 
provinces no longer accept applications under the Disabled 
Persons Act. They may also transfer current recipients of 
disabled persons allowances to their general programs, pro- 
vided that there is no decrease in benefits. By mid-1971, 
seven provinces (Newfoundland, Prince Edward Island, Nova 
Scotia, Quebec, Ontario, Saskatchewan, and Alberta) had 
discontinued acceptance of applications under this program. 


Subsection 4 - Fitness and Amateur Sport 


The Fitness and Amateur Sport Program is designed to 
increase participation in sports and recreational activities. 
It is concerned with physical recreation and amateur sport from 
the day camp to the Canada Games to the Olympic Games. Its 
objectives are to increase the number of participants at all 
levels of competitive and non-competitive activity; to help 
provide these participants with the skills, the means, and 
the opportunity to benefit from recreation; and to help make 
available to all citizens the facilities. and leadership to 
participate freely in the recreational activities of their 
choice. These objectives are predicated on the assumption 
that every Canadian should develop a level of fitness 
sufficient to contribute positively to his physical and 
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TABLE 34 - DISABLED PERSONS' ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1966 TO 1970 


Federal 
government 
contribution 
during year 


Average 
amount of 
monthly 
allowance 


Recipients 


Province and year i 
y in March 


Heusounciands 1.1 S.5 eae. ‘ 804,197 


1967 1,878 74955 833, 340 
1968 1,393 74.43 465,500 
1969 82 63.04 | 461,943 
1970 49 62c29ivgh. 21,936 
Prince Edward Island...1966 78baanle 874225 | 349,881 
1967 814.| 74.35 368,992 
1968 | ena ivd2.O8 | 176, 869 
1969 Slighnlret 74s 62 18,749 
1970 | Tbneaip . 70066 17,501 
Nova Scotia............ 1966 GL ueeae iano (le 5 ee 
1967 35 522engierde 28 1,584,061 
1968 3482 sual 7 Ons 1,564,079 
1969 S03 ilenb a3.08 Sai 86s 
1970 5D homester, 70508 381,865 
NewwbrUnsSw LOK). (00%, ogame ! 1966 2,320 b# onc he abreaert: 
1967 20 bbe xe: “GE00 1,041,900 
1968 2) IGS emiige ihieod 1,015,796 
1969 202ml wiiteag 1 022-097). 
1970 2 2 gene aad 1,005,912 
eben, cae: « 1966 19; 60 Sane 104720 8,821, 586(a) 
1967 1:9)2 73rceale! oe Gul 8,535,524(a) 
1968 18,649 74216 8,292,666 (a) 
1969 17,506 74.15 7,952,096(a) 
1970 16,327 ieee 7,492, 756(a) 
OriteTeCh pier ph deters aie 1966 18,406 Lora) Jn 23 Ae 
1967 19, 800 [ee 8,377,469 
1968 2,401 64.97 1,096,998 
1969 | 1,436 63.02 685,643 
424,593 


(a) Effective April 1, 1965, Quebec received compensation under 
the terms of the Established Programs (Interim Arrangements) 
Act. Figures are shown for comparative purposes only and 
represent the federal share which would have been paid to 
Quebec if payments had continued under the original agree- 
ments. 
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TABLE 34 - DISABLED PERSONS' ALLOWANCE STATISTICS, BY PROVINCE 
YEARS ENDED MARCH 31, 1966 TO 1970 (Concluded) 


—— as ee a Ee 


Federal 


| Average 
1 d Recipients ; amount of | government 
Se cs lai in March monthly contribution 


allowance} during year 


688,650 


So 8: & 6 ©) © 6 © 2 6 6 6 a 6 € 


1967 1,547 73.91 | 687,543 
1968 1,498 7a loarec| LacGyiesos 
1969 1,428 73.56 | 646,169 
1970 1,331 7351; Bwgost9gz0 
Saskatchewan. Sn po 1966 Le 7p. Ta20G o* | B24,777 
1967 390 70.94 | 189,817 
1968 200 69.01 + 129,610 
1969 170 68.71 80,794 
1970 119 69.43 | 57,539 
AA Wer rater Sent et een 1966 1, 933 | 757 Lar ee asi eas 
1967 D;93t oy tire eosedn APesontoG 
1968 1,925 | 72.75 | 844,821 
1969 Llores” Whe Pie ees 
1970 1,596 1 ocr Sigh p Lente saeagn 
British Columbia....... 1966 2585S ers SB Gm e, Ueie 500 
1967 2427 | 13.7 POG, 978 
1968 2,445. © 73.59 ©) 1,086, 330 
1969 2,480 | 73.68 | 1,099,806 
1970 2552 were: Gale | Sanesiiom 2. 7 
BUROEG t ese bey ee ee ee 1966 7 ae T3t00-9 * 900 
1967 Ae: amy fo 010 900 
1968 Saiki ies v0) Se 1,350 
1969 3 75.00 Peso 
1970 5 75.00 ered Lar? 5 
| Northwest Territories. .1966 26 FAG? £97376 
: 1967 23 74.62 Plt 202 
1968 oF 73.10 11,097 
1969 31 ee ey) 14,396 
1970 34 74.33 14,676 
 Uaadae, Smo 1966 54,191 73.76 | 23,801,016 (b) 
1967 53,863 73.57 | 23,561,903(b) 
1968 34,438 73.28 |15,356,624(b) 
1969 | 30,663 73.39 | 14,340,547 (b) 
1970 25,739 73253 4,402,395 (b) 


(b) Figures include the federal share which would have been paid 
to Quebec if payments had continued under the original agree- 
ments (see footnote (a) above). 
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mental health and that Canadian athletes should develop a 
level of performance in national and international competitions 


which will contribute to national unity and international 
prestige. 


Under the Fitness and Amateur Sport Act, 1961, up to 
five million dollars may be provided to encourage, promote 
and develop fitness and amateur sport in Canada. The Act 
also provides for the National Advisory Council on Fitness 
and Amateur Sport to consider any pertinent questions and 
advise the Minister as it sees fit. Council consists of not 
more than 30 members appointed by the Governor in Council, 
of whom at least one is appointed from each province. 


As a result of progress made under the program since 
its inception in 1961, the needs have evolved and the program 
is being reoriented in order to more effectively approach its 
objectives. 


Following the report of the Task Force on Sports for 
Canadians, the Montmorency Conference on Leisure, recommenda- 
tions from the National Advisory Council, and the conclusions 
of an internal study, the Minister proposed in March 1970 a 
new sports policy for Canadians. Advocating the benefits of 
mass participation and the inculcation of sports and recreation 
into the Canadian culture, the policy aims primarily at rein- 
forcing and increasing the administrative strength of Canadian 
sports and recreation agencies. 


Therefore, to strengthen the agencies which will 
contribute to the involvement of all Canadians in recreational 
and sports activities, the Department makes available adminis- 
trative, financial, and other professional assistance. It 
provides grants for specific projects and operates some of 
its own, all designed to facilitate the development of resources 
and motivate participation by all Canadians everywhere in Canada. 


The federal program for Fitness and Amateur Sport for 
the year 1970-71 concentrates on the following areas: 


(a) grants and support to national fitness and 
sport organizations to improve the standards 
of administration, coaching, and instruction, 
to increase the rate of participation in 
physical recreation, and to provide aid to 
the holding of competitions ($2,000,000) ; 
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(b) promotion and support of special projects 
including the Arctic Games, the Canada 
Games, the Canada Fitness Awards, and 
assistance in the holding of sports events 
of nationwide interest ($1,400,000) ; 


(c) planning, training, research, and com- 
munications in support of increased 
participation in physical recreation by 
all Canadians; 


(d) grants to provinces ($500,000). The 
cost-sharing agreements with the provinces 
for fitness and amateur sport programs 
terminated with the 1969-70 fiscal year. 
This sum has been allocated to provide 
for the phase-out period while new pro- 
grams are being developed on a joint- 
project basis. 


Subsection 5 - National Welfare Grants Program 


The National Welfare Grants Program was established in 
1962 to help develop and strengthen welfare services in Canada. 
Under the program project grants are provided to provincial 
and municipal welfare departments, non-governmental welfare 
agencies, citizen organizations and universities. Fellowships 
are provided to individuals seeking advanced training in social 
work. The variety of provisions within the program, along with 
its associated consultative services, allow it to operate as a 
flexible instrument in the development of welfare services and 
to give a major emphasis to experimental activities in the 
welfare field. The allotment for the year ended March Balsys 97D 
was, $2,500,000 


b) 


General welfare bursary training and staff development 
grants are available to provinces on a shared-cost basis, with 
the other provisions of the program being administered and 
financed entirely by the federal government. Demonstration, 
research and social action projects in a wide range of subject 
areas are eligible for grants as are developmental projects 
related to welfare manpower. Fellowships are available for 
Study at Canadian and foreign universities. Grants are 
available to assist Canadian schools of social work with 
teaching and field instruetion:-cogit:s: 
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With the advent of the Canada Assistance Plan 
increasing attention has been given to experimental 
activities under the National Welfare Grants program to 
encourage innovative approaches to the solution of social 
problems and the provision of welfare services. . 


Effective April 1, 1967, a mental retardation grant 
was established for a five-year period. A portion of that 
grant is administered in conjunction with the National 
Welfare Grant Program. Support is extended to research and 
demonstration projects designed to expand knowledge and to 
apply that knowledge to the provision of services and to 
preventive programs in that field. 


Expenditures under the National Welfare Grants program 
for the year ended March 31, 1971 totalled $2,443,551, and under 
the Mental Retardation Grant $225,716.60. Of the former 
$1,100,217 was expended on demonstration projects, $394,364 on 
research projects, $387,835 on teaching and field instruction, 
$66,816 on scholarships, $89,102 on fellowships, $235,136 on 
National Agency projects and $170,081 on general welfare 
projects including the provincially administered bursary and 
staff development programs. Table 35 sets out the expenditures. 


Subsection 6 - Vocational Rehabilitation 


The federal-provincial vocational rehabilitation 
program, which began in 1952, was consolidated and extended 
under the Vocational Rehabilitation of Disabled Persons Act, 
1961. Agreements under this Act provide for equal sharing of 
costs between the federal government and the provinces and 
territories. These costs include co-ordination and provision 
of services to disabled or other vocationally disadvantaged 
individuals, training of rehabilitation personnel, and research 
and publicity. Approved services, supplied by a provincial 
government or purchased from voluntary agencies by a provincial 
government, include medical, social, and vocational assessment, 
intensive counselling, restorative services, the provision of 
prostheses, vocational or educational upgrading, rehabilitation 
allowances, work conditioning, and provision of tools, books, 
and other equipment. Employment counselling and placement are 
provided through Canada Manpower Centres of the Department of 
Manpower and Immigration or by the voluntary agencies from 
which services are purchased. 
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In each participating province, a provincial co- 
ordinator or director of rehabilitation is responsible for 
the co-ordination and administration of services to disabled 
or vocationally disadvantaged persons. The federal aspects 
of the program are administered by the Manpower Utilization 
Branch of the Department of Manpower and Immigration in co- 
operation with the Department's five regional offices. The 
Manpower Utilization Branch, through its Special Groups 
Division, also has responsibility for the development of 
services for other persons suffering occupational disadvantages. 
The Division has the function of encouraging a more favourable 
employment climate for older workers through a continuing 
educational program, encouragement of research, maintenance 
of liaison with management, labour, and voluntary agencies, 
assembly and dissemination of informational material con- 
cerning industrial gerontology, and supportive services to 
the Canada Manpower Centres. The Department of Manpower and 
Immigration is co-operating with other federal departments in 
the study of the needs of occupationally disadvantaged groups 
for special programs. The Department is also co-operating 
with the Department of Indian Affairs and Northern Development 
regarding improvements in employment and training services for 
Indians, Eskimos and Métis. Other persons suffering occupa- 
tional disadvantages, such as inmates and former inmates of 
correctional institutions and adults with limited job prospects, 
are given special assistance by the Department which is also 
studying new ways to help such persons obtain productive and 
satisfying employment. Among other agencies contributing to 
vocational rehabilitation are the Workmen's Compensation 
Boards in all provinces, which provide for the rehabilitation 
of injured workmen. 


In the year ended March 31, 1971, federal expenditures 
under the vocational rehabilitation program tota Med) 3562595 0002 
Reports received on 3,833 disabled or vocationally disadvantaged 
persons rehabilitated during the year indicated that, at the 
end of the year, 3,234 of them were rehabilitated to regular 
employment, 359 to sheltered employment or self-care, and 240 
were rehabilitated as housewives. The cost of support of the 
3,234 who obtained employment and of their dependents, before 
rehabilitation, was estimated at $2,210,000 annually; their 
ageregate, following rehabilitation, earnings were estimated 
at $14,000,000. 
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Subsectiom 7° S|] National’ Counewl of Welfare 


As part of the Government Organization Act, 1969, 
the National Council of Welfare, which had previously been 
a largely governmental body including in its membership the 
deputy ministers of welfare of. each of. the provinces, 
presided over by the federal deputy minister, was reconstituted 
as a citizens advisory council and its terms of reference 
broadened. The role of the Council is to advise; the Minister 
of National Health and Welfare on such matters related to 
welfare as it deems appropriate. 


The, new National Council of Weltare consists: of. Ji: 
private citizens, roughly. halt sorh whom are. craw om 
organizations of consumers of welfare services and half from 
institutions involved, directly or indirectly, in the provision 
of welfare services. In the former category are members of 
low income and welfare rights groups and of organizations of 
economically disadvantaged minorities. In the latter category 
are persons involved in the social service delivery system, 
at both the staff and volunteer levels, and in the field of 
social work education. 


The ¢reation, of this .Comica acti, ie special mandate 
to seek out the views of the poor reflects an awareness that 
the social service system, while designed to service those 
in need, has historically failed to involve the people it 
sought to serve in the definition of their needs and the 
development of programs to meet these.needs. . It is intended 
that this Council provide a vehicle through which the poor 
can make their views known to government and a forum in 
which these views can be considered by a body which encompasses 
all elements in the social service Spectrum and on which the 
poor are substantially represented. The program of the Council 
has involved additional representatives of low income and 
disadvantaged minority groups, through their participation in 
Council committees. 


The Office of the National Council of Welfare has been 
established as a division of the Department of National Health 
and Welfare to act as a secretariat for the Counc =and ato 
provide a continuing link between the views expressed by 
consumers of welfare services and the program activities or 
the Department. Its function in this regard is one of liaison 
and facilitator of communication. 
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1970-71 was the first full fiscal year since the 
re-constitution of the National Council of Welfare in 
January 1970. It issued several advisory statements in 
the course of the year and initiated the Poor People's 
Conference held in Toronto in January 1971 with repre- 
sentatives of 215 low income and minority groups from across 
Canada participating. 


Section 3 - Provincial Welfare Programs 


Major welfare programs governed by provincial legisla- 
tion are social assistance, services for the aged, and child 
welfare services. Also, the province of Quebec operates the 
Quebec Pension Plan, which is comparable to the Canada Pension 
Plan (see p. 63), and a family allowance program (see epg ae BE 
Provincial departments of public welfare are responsible Lon 
the administration of welfare programs, although responsibility 
for a number of the programs may be shared with their munici- 
palities: 


Public services are supplemented by those of voluntary 
agencies whose interests include the welfare of families and 
children and of groups with special needs, such as the aged, 
recent immigrants, youth groups, and released prisoners. 
Welfare councils and social planning councils contributes to 
the planning and co-ordinating of local welfare services. 
Local voluntary agencies and institutions may receive public 
grants, depending on the nature and standard of their services, 
although their main support is usually from united funds or 
community chests, or from sponsoring organizations. 


Subsection 1 - Social Assistance 


All provinces make legislative provision fousaesistance 
to persons in need and their dependents. All provinces have 
now incorporated provisions for allowances to needy mothers 
with dependent children in a broadened program of provincial 
allowances to several categories of persons with long-term 
need or in a general program under which the only eligibility 
requirement is need, irrespective of the cause of need. 


Allowances are generally determined on the basis of a 
needs test under which the allowance granted is the budget 
deficit, or the difference between the amount required to 
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meet the applicant's need as determined according to a 
schedule of rates covering the various budget items of basic 
need (food, clothing, personal’ requirements, shelter, Euel; 
and utilities) and any income available to him to meet that 
need. All provinces also provide allowances for items of 
Special need; for example, special diets on medical recom- 
mendation, special clothing, and expenses incidental to 
education or obtaining employment. Assistance may also take 
the form of maintenance in a home for special care or welfare 
services (see section on Canada Assistance Plan). 


The provincial departments of welfare have regulatory 
and supervisory powers over municipal administration of 
social assistance and require certain standards as a condition 
of provincial aid. Length of residence is not a condition of 
aid in any province, but in those provinces where municipal 
residence is a factor, the residence of the applicant deter- 
mines the financially responsible authority. Assistance to 
persons without municipal residence or persons living in 
unorganized territory is the responsibility of the provincial 
authority. Under the terms of the Canada Assistance Plat, ail 
provinces have agreed that residence shall not be a condition 
of assistance for applicants who move from one province to 
another. 


Social assistance is administered by the province or 
by the municipalities with substantial financial support 
from the province, which in turn is reimbursed by the federal 
government under the Canada Assistance Plan for 50 per cent 
of the provincial and municipal assistance eiveny dnad@ior 
certain other costs (see section on Canada Assistance Plani)% 
Théetormula tor provincial-municipal sharing of costs is 
determined by the province, and varying arrangements are 
made for the administration of assistance. 


As authorized under the terms of the Canada Assistance 
Plan, a number of provinces have elected to assist needy 
persons who are disabled or blind under their general assist- 
ance programs rather than under the federal-provincial programs 
for these particular categories of needy persons (see section 


on Canada Assistance Plan). By mid-1970 seven provinces -- 

Newfoundland, Prince Edward Island, Nova Scotia, Quebec, 

Ontario, Saskatchewan, and Alberta -- had discontinued receipt 

of applications under the disabled persons allowances program. 

ae ‘ai these" proviness! == Quebec, Ontario, Saskatchewan, and 
erta 


-- had also discontinued applications under the blind 
persons allowances program. 
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In Newfoundland all assistance is administered pro- 
vincially. In Prince Edward Island also, the province is 
responsible for the costs of assistance and services to all 
needy persons. 


In New Brunswick, the Department of Welfare administers 
social assistance under a comprehensive program. In Nova 
Scotia, the province administers aid under the Social Assistance 
Act to needy mothers and foster mothers, disabled persons, 
dependent fathers, needy women 60-65 years of age, and supple- 
mental allowances to recipients of blind persons allowances. 

The municipalities administer assistance to other needy persons 
and are reimbursed by the province for at least 75 per cent of 
the costs of assistance, services, and administration. 


In Quebec, the province administers aid to all needy 
persons under the Social Aid Act, passed in December 1969 and 
proclaimed in force November 1, 1970. This Act provides for 
assistance to all persons in need, including the blind and 
disabled, under one comprehensive program. 


In Ontario, the Family Benefits Act, 1966, provides 
for provincial allowances to needy mothers with dependent 
children, dependent fathers, disabled or blind persons, 
persons 65 years of age or over who are not receiving an 
old age security pension, needy widows, and certain other 
categories of women 60 years of age or over. Municipalities 
administer aid under the General Welfare Assistance Act to 
other needy persons and are reimbursed by the province for 
80 per cent of their expenditures for aid and) fon. 90" per 
cent of expenditures for aid to persons in excess of 5 per 
cent of the population in the municipality. The province 
reimburses counties and municipalities for 50 per cent of 
the cost of special assistance and of the cost of administra- 
tion of welfare services beyond a specified base period. 


In Manitoba, the Department of Health and Social 
Development administers aid under the Social Allowances Act 
to needy mothers with dependent children, to mentally or 
physically incapacitated persons whose disability is likely 
to last for more than 90 days, and to persons unable to 
support themselves or their dependents because of their age. 
Financial aid and services to other needy persons are the 
responsibility of the municipalities which are reimbursed by 
the province for 40 per cent of the costs of assistance, Or 
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at a higher rate if their costs exceed a specified amount. 
Since April 1, 1967, the province has also reimbursed 
municipalities for 50 per cent of the costs of administration 
of welfare services in excess of costs for the base year 1964. 


In Saskatchewan, all aid is provided under the Saskatche- 
wan Assistance Act> meed is) themomlyycri terion cot eikbterba, ety; 
The program of assistance and services under the Act is 
administered by a municipality or by regional offices of the 
Department of Welfare. Only two municipalities have elected 
to administer the program. The province bears approximately 
95 per cent of the costs of assistance and services granted 
in municipalities. 


In Alberta, the Department of Health and Social Develop- 
ment administers allowances under the Public Welfare Act to 
needy mothers with dependent children, to persons who because 
of age or mental or physical disability are not able to be 
self-supporting. The Department maintains two hostels and 
one welfare centre to care for unemployable single homeless 
men without municipal residence. Aid to other needy persons 
is administered by the municipalities, which are reimbursed 
by the province for 80 per cent of the assistance given. 

Also, under the Preventive Social Services Act, 1966, designed 
fo encourage municipalities to sponsor programs to prevent 
dependency and family breakdown, the province reimburses a 
municipality for 80 per cent of the costs of administration 

of material aid given needy persons under the Public Welfare 
Act, and for 80 per cent of the municipal expenses in 
connection with the establishment, operation and administra- 
tion of certain preventive social Services! programs: 


In British: Columbias. ithe Department of Rehabilitation 
and Social Improvement administers supplemental allowances 
to needy recipients of Old Age Security pensions, blind and 
disabled persons' allowances, veterans receiving. 32 War 
Veterans Allowance and an Old Age Security pension, and their 
widows of 65 years or over. Aid to other needy persons is 
administered under a comprehensive general program by the 
municipalities, or by the province in areas without municipal 
organization. Municipalities are reimbursed by the province 
On a pooled basis for 80 per cent of the! totale-cost..of social 
assistance. Also, the province shares equally with the 
municipalities expenditures on salaries of social workers; a 
municipality with fewer than 15,000 persons may arrange to 
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have the Department undertake social work within the munici- 


pality and reimburse it at the rate of 60 cents per capita 
per year. 


Subsection 2 - Living Accommodation for Elderly Persons 


In all provinces, homes for the aged and infirm are 
provided under provincial, municipal, or voluntary auspices. 
Voluntary homes generally are provincially inspected in 
accordance with prescribed standards and in some provinces 
must be licensed. The provinces contribute to the maintenance 
of needy persons in homes for the aged, either through general 
assistance or through statutes that relate particularly to 
these homes. Also, 50 per cent of the payments on behalf of 
assistance cases in homes for the aged and infirm (homes for 
special care) are met by the federal government (see p. 93). 


All provinces in varying degrees make capital grants 
toward the construction of homes, and in some provinces 
capital grants are also available to municipalities, charitable 
organizations, or non-profit corporations for the construction 
of low-rental housing. 


Newfoundland maintains a home for the aged and infirm 
ate Season ce andi pays’part or ally of thevcost of maintaining 
needy old people in homes for the aged and boarding homes. 
Provision is made for grants to organizations constructing 
homes for the aged. The Senior Citizens (Housing) Act, 1960 
provides for the construction of hostels or housing for’ the 
elderly by non-profit corporations. The province guarantees 
the cost of operating such projects. In Prince Edward Island 
the Department of Welfare operates five separate institutions 
and a wing in each of the mental hospital and tuberculosis 
Sanatorium for the care of the aged and infirm. Two charitable 
organizations provide special institutional facilities; a 
nursing home under private auspices has one wing with 24 beds 
to which aged persons in receipt of public assistance are 
admitted. In Nova Scotia, the aged are cared for in municipal 
or county homes, in homes operated by religious or private 
organizations and in private boarding homes. The province 
reimburses the municipalities for two-thirds of their 
expenditures for the maintenance of needy persons in municipal 
homes, subject to compliance with specified standards of care 
and “accommodation! “Homes for’ thé’aged receiving aid From the 
provincial government are subject to provincial inspection. 

In New Brunswick provincial grants may be made under the 


- Lie e 


Senior Citizens Housing Act to assist non-profit housing 
corporations in constructing and equipping low-rental 
housing units Cor Senior citizens. “Similarly. =eranremms 
construct homes for the aged and nursing homes are available 
under the Auxiliary Homes Act. Homes for the aged are 
operated under public, charitable, and private auspices. 
Voluntary and proprietary homes are subject to provincial 
licensing and inspection and must meet standards contained 
in regulations under the Health Act. Under the Social 
Welfare Act, 1966, the province contributes to the mainte- 
nance of needy persons in licensed nursing homes and homes 
for the aged. 


Institutional care for indigent old people in Quebec 
is provided through charitable institutions under the Public 
Charities Act. The Aged Couples Homes Act authorizes the 
province to erect and maintain homes for aged couples, or to 
make agreements (including the provision of erants) for their 
erection, upkeep, and administration with persons, societies, 
and corporations, public or private. Standards established 
for homes for the aged are in accord with the regulations 
under the Public Health Act. 


Under the Homes for the Aged and Rest Homes Act in 
Ontario municipalities must provide institutional or private 
home care (private family living or foster home care) for 
the aged; they may also establish rest homes for the care of 
handicapped persons who cannot be properly cared for at home, 
in existing homes for the aged, hospitals, or other institutions. 
The province contributes 50 per cent: of) the costs(of tonstrnucs 
tion of approved homes and 70 per cent of their operating and 
Maintenance deficits. It also pays 70 per cent of the costs 
of maintenance for approved private home care. Homes for the 
aged under voluntary auspices are approved, inspected, and 
assisted under the Charitable Institutions ACE) “Thi erAre 
provides for construction grants up to $5,000 per bed and for 
maintenance grants of 80 per cent of the amount spent by the 
organization up to $9 per day for each resident requiring 
public assistance. The Nursing Homes Act, 1966 established 
mandatory provincial licensing of nursing homes by the 
Department of Health for the first time. The Elderly Persons' 
Housing Aid Act provides for grants to non-profit housing 
corporations building low-rental housing for elderly persons. 


Under the Elderly and Infirm Persons' Housing Act in 
Manitoba, construction grants equalling one-third of the 
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costs of constructing or of acquiring and renovating housing 
accommodation and homes for the aged are given to municipalities 
and charitable organizations. Grants may not exceed $1,700 for 
one-person housing units, $2,150 for two-person housing units, 
$2,000 per bed for new homes for the aged, and $1,000 per bed 
for homes that have been renovated. Under the Social Allowances 
Act the province bears the entire cost of allowances to those 
who, because of age, physical or mental ill health, or physical 
or mental incapacity, require care for more than 90 days by 
another person or in an institution or home for the aged and 
infirm. Institutions and boarding homes for the aged and infirm 
are supervised and licensed by the Department of Health under 
public health legislation. 


In Saskatchewan, aged and infirm persons are cared for 
in a provincial special-care home, in three provincial 
Seriatr ic icentresy étwosunder *thée jurisdiction tofvthe sDeparts 
ment of Welfare and one under that of the South Saskatchewan 
Hospital Centre, and in municipal, voluntary, and proprietary 
homes for the aged. The latter are inspected and licensed 
under the Housing and Special-care Homes Act. This Act also 
empowers the province and municipalities to subscribe to 
the capital stock of non-profit housing corporations building 
low-rental accommodation for older persons; the province may 
also make loans to municipalities to assist them in sub- 
scribing. Also, the province may guarantee the costs of 
operation of hostel-type accommodation with common dining 
and sitting rooms for aged persons. Capital grants amounting 
to 20 per cent of construction costs are available for self- 
contained housing projects; similar grants for special-care 
homes (that is, nursing homes, supervisory-care homes, or 
sheltered-care homes) may be made to municipalities, churches, 
or charitable organizations sponsoring approved homes. 
Further, an annual maintenance grant of $12 per bed is paid to 
such homes. Costs of maintaining needy persons in homes for 
the aged are shared by the province and the municipalities 
under the Saskatchewan Assistance Act. 


Under what are termed "master agreements", Alberta 
bears the cost of constructing and equipping homes for the 
aged and housing units on municipal band. ooProjects are 
operated by provincially incorporated foundations which 
include municipal councillors in their membership; net costs 
of operation are borne by the municipalities. Aside from 
contract nursing homes, which come under specific legislation, 
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and certain nursing homes under the supervision of the 
Department of Health, the Welfare Homes and Institutions 
Branch of the Department of Social Development is responsible 
for the licensing of and the maintaining of standards in homes 


for the aged and infirm. 


A home for elderly homeless men is operated by the 
Department of Rehabilitation and Social Improvement in 
British Columbia. Boarding homes or institutional facilities 
for the care of the aged and infirm may be provided under 
municipal, non-profit or proprietary auspices. The province 
licenses and supervises homes for the aged and boarding homes 
and, where necessary, shares with the municipalities on a 
90-10 basis the cost of maintaining needy residents. Under 
the Elderly Citizens' Housing Aid Act, the province makes 
grants amounting to just over one-third of construction 
costs to municipalities, regional districts, and non-profit 
corporations, including religious and service organizations, 
engaged in building homes or low-rental housing units for 
eldenlyucieizense 


Subsection 3 - Recreation Centres for Elderly Persons 


Ontario gave impetus to the provision of recreation 
centres for older people through its Elderly Persons' Social 
and Recreational Centres Act, 1961-62. In 1966 the Elderly 
Persons Centres Act was passed to replace the earlier legisla- 
tion. The new Act continues the arrangement for a provincial 
grant of up to 30 per cent of the cost of constructing or 
buying a building for use as a recreational centre if the 
municipality contributes 20 per cent. In addition, provision 
is made for maintenance grants and special grants for 
services, facilities, and research. Although no other 
province has special legislation applying solely to senior 
centres, some do provide varying amounts of financial 
assistance to such centres, 


Subsection 4 - Child Welfare Services 


Child welfare services, which include child protection 
and care, services for unmarried parents, and adoption 
Services, are provided in all provinces under provincial 
legislation. The programs are administered by the provincial 
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authority or by local children's aid societies (voluntary 
agencies with boards of directors, operating under charter 
and under the general supervision of provincial departments). 
In Newfoundland, Prince Edward Island, New Brunswick, 
Saskatchewan, and Alberta, child welfare services are 
administered by the province; in Quebec they are administered 
by recognized voluntary agencies and institutions, religious 
and secular; in Ontario, a network of local children's aid 
Societies is responsible for the services; in Nova Scotia, 
Manitoba, and British Columbia, services are administered 

by local children's aid societies in the heavily populated 
areas and by the province elsewhere. 


Children's aid societies and the recognized agencies in 
Quebec receive substantial provincial grants and sometimes 
municipal grants and in many areas they also receive support 
from private subscriptions or from community chests or united 
funds. The cost of certain services and maintenance for 
children in care of a voluntary or public agency are sharable 
with the federal government under the Canada Assistance Plan 
(see p. 93). 


Child welfare agencies, provincial or voluntary, have 
the authority to investigate cases of alleged neglect and, 
if necessary, to apprehend a child and to bring the case 
before a judge upon whom rests the responsibility of deciding 
whether in fact the child is neglected. When neglect is 
proved, the court may direct that the child be returned to 
his parent or parents, under supervision, or be made a ward 
OL the province, or. 42 children's aid society7s9Services are 
provided as appropriate and include services to children in 
their own homes, care in foster boarding homes or adoption 
homes, or in selected institutions. Children placed for 
adoption may be wards or they may be placed on the written 
consent of the parent. Adoptions including those arranged 
privately, number about 18,000 annually. 


Child welfare agencies make use of the small selective 
institution for placement of children who are forced to be 
away from their own homes for a short period or who may 
need preparation for placement in foster homes, and emphasis 
is increasingly being placed on group-living homes. The 
development of small, highly specialized institutions, which 
function as treatment centres for emotionally disturbed 
children, is of particular significance. Institutions for 
children are governed by provincial child welfare legislation 
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and by provincial or municipal public health regulations; 
they are generally subject to inspection and in some provinces 
to licensing. Sources of income may include private sub- 
scriptions, provincial grants, and maintenance payments on 
behalf of children in care, payable by the parents, the 
placing agency, or the responsible municipal or provincial 
department. 


Services to unmarried parents include casework services 
to the mother and possibly to the father, legal assistance in 
obtaining support for the child from the father, and foster- 
home care or adoption services for the child. Support for 
unmarried mothers may be obtained under general assistance 
programs. In many centres, homes for unmarried mothers are 
operated under private or religious auspices. 


Day nurseries for the children of working mothers are 
established only in the larger centres. Public prants#to: day: 
nurseries are made in three provinces. In Ontario, the 
Province reimburses a municipality for 80 per cent of the 
costs of operating and maintenance and in 1971 under an 
amendment to the Day Nurseries Act, the Province may make 
capital grants to a municipality of up to 50 per cent of the 
cost of erecting a new building or an addition to or purchase 
of a new building. In 1971 also, Nova Scotia passed legislation 
to come into force on proclamation, to authorize provincial 
sharing in capital and operating costs of day nurseries 
registered under the Act or operated by a municipality. In 
Saskatchewan, provincial aid is available for the starting, 
development and operation of day care centres. Day care 
centres operated under voluntary and private auspices are 
subject to licensing. 


Subsection 5 - Newfoundland's Schooling Allowances Program 


The Province of Newfoundland introduced its Parents 
Supplement (Schooling Allowances) Program in 1966. Under this 
scheme, an annual benefit of $15 is paid in semi-annual 
instalments for each eligible child who is registered at and 
attending a school other than a trade school or university. 
There is no age limit Specified in the legislation but the 
allowance terminates when the child leaves school. 
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Subsection 6 - The Province of Quebec's Family 
Allowances Program 


The Province of Quebec introduced its own family 
allowances program under legislation enacted in 1967. Under 
this plan, the following allowances are paid at the end of 
each six-month period to persons satisfying the relationship 
and residence requirements in respect of children under 16 
years of age: $15 for one child, $32.50 for two children, 
pozeo08tor three children, $77.50 for four, $107.50 for. five, 
$142.50 for six, and an extra $35 for each child after the 
sixth. These allowances are increased by $5 for each child 
between the ages of 12 and 16 years. To qualify for the 
allowances, children must be attending school regularly from 
the time when they are first required to do so, unless 
prevented by physical or mental infirmity. These allowances 
supplement those paid under the federal scheme. 


Section 4 - Emergency Welfare Services 


The function of the Emergency Welfare Services Division 
of the Department of National Health and Welfare is to develop 
community capability to provide, in the event of a national 
emergency, essential welfare services not available through 
the established welfare agencies. A 1959 Order in Council 
set up five emergency welfare services: emergency clothing, 
emergency feeding, emergency lodging, registration and inquiry, 
and personal services, and gave the Division responsibility 
for planning for the continuity of welfare departments in 
support of rehabilitation and recovery. To these ends, policy 
has been defined, systems designed, and, at all levels of 
government, welfare resources planned. 


In peacetime, trained specialists within the federal, 
provincial, and municipal departments of welfare, organized 
nationally, are responsible for developing an emergency 
welfare capability. The program is an integral part of the 
Canada Survival Plan and is co-ordinated with the programs of 
other Canadian government agencies, and with mutual support 
programs of the United States Department of Health, Education, 
and Welfare. Leaders are being trained in the art of organizing 
large numbers of volunteers for emergency welfare operations and 
a public education program is being maintained. Special printed 
forms and equipment for survival, not regularly available through 
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commercial sources, have been produced and are located 
strategically across Canada. 


Section 5 - International Social Development 
and sSeciatl Security 


Canada is actively involved in the social development 
activities of the United Nations and its specialized agencies 
and of various other international organizations. At the 
United Nations, Canada is represented on the Commission for 
Social Development, is a member of the Executive Board of the 
United Nations Children's Fund. The Canadian government, 
together with provincial governments and agencies, participates 
actively in the work of the International Council on Social 
Welfare, International Social Security Association, and other 
international agencies concerned with the social aspects of 
development. 


The Department of National Health and Welfare, through 
the programs of the Canadian International Development Agency, 
supports a number of social development projects in developing 
countries, provides advisors for service abroad, and arranges 
social development training for foreign students recommended 
by their governments. The Department, which works closely 
with several Canadian voluntary organizations engaged in 
social development, also supplies the necessary technical 
services to the bilateral and multilateral aid programs in 
this sector. 


Canada is in the course of negotiating reciprocal 
agreements on social security with a number of European 
countries. Canadian agencies employed in social security 
participate in the program of the International Social 
Security Association and the social security program of the 
International Labour Organization. For some years, Canada 
has been represented, as an observer, at the meetings of 
the Inter-American Social Security Association. 
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PART III - HEALTH AND SOCIAL WELFARE EXPENDITURES 


Section 1 - Government Expenditures on Health 
and Social Welfare 


In the years ended March 31, 1963-70, expenditures by 
all levels of government on health and social welfare rose 
from $3,898,500,000 to an estimated high of $8,547,500,000, 
over a two-fold increase. If these figures are adjusted to 
take account of the growth in population, the increase in 
per capita expenditures - from $208 to $404 - was about 
95 per cent. Government expenditures may also be measured 
in relation to major economic indicators; on this basis, 
annual government expenditures on health and social welfare 
over the 1963-70 period have remained relatively stable, 
fluctuating between 11.5 and 14.0 per cent of net national 
income and between 8.6 and 10.7 per cent of gross national 
Hrouuciser lables*36°and 37 set out related Statistics. 


The federal share of health and social welfare 
expenditures fell from 68.8 per cent in 1962-63 to 59.2 per 
cent in 1969-70, the provincial share rose from 28.2 per 
cent to 38.7 per cent, and-municipal outlays declined from 
aeO sper cent. to 2 *per cent’ 


Compared with the previous year, 1968-69, health and 
social welfare expenditures by all levels of government 
increased by $1,178,000,000 or close to 16 per cent. This 
may be compared to the rise of $924,500,000 or 14 per cent 
in 1968-69 over 1967-68. Expenditures by the federal and 
provincial governments increased by 14.6 and 19.2 per cent 
respectively from 1968-69 to 1969-70. The main items causing 
this rise included higher disbursements under the Old Age 
Security and Guaranteed Income Supplement programs principally 
because of the lowering of the eligible age and increase in 
the monthly benefits paid, the greater expenditure incurred by 
the introduction of the Canada Assistance Plan which is wider 
in scope than the categorical programs it was intended to 
replace, higher expenditures under the Unemployment Insurance 
Act, and under the Canada Pension Plan, greater outlays for 
health and welfare for the Indian and Eskimo populations, 
expenditures which continue to rise under the Hospital Insurance 
and Diagnostic Services Act, and under the Medical Care Act, 
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TABLE 36 - TOTAL, PER CAPITA, AND PERCENTAGE DISTRIBUTION 
OF GOVERNMENT EXPENDITURES ON HEALTH AND SOCIAL WELFARE, 
BY LEVEL OF GOVERNMENT, YEARS ENDED MARCH 31, 1962-70 


Total Expenditures 


Year ended | 
March 31 | 


} 
} 


Federal Province tat 


$000,000 $'000,000 $'000,000 | $'000,000 
1962 2 557) 1,004.3 107 28 3,689.2 
1963 268 305 WaGO ZL TI1f2 3,898.5 
1964 2,801.0 1,166.8 10.2 4,069.1 
1965 2,969.7 Ip, AO. bossa fe 520) 
1966 278830555 1, leg baeee 129.6 Play Dag US 
fy ly 3,243.6 | 2, Oba G 270 5384 04 
1968 291545 | 2 8911: 138.2 6,444.9 
1969 4,413.5 01, 2.7809 179.2 7,869.4 
1970 (a) 509765 ve tae Sp d0 Gb 181.5 §. 547.05 
$ $ $ S 
1962 5.87 200.90 
1963 6.27 | 208.39 
1964 USt 213.48 
1965 Seay 229.35 
1966 6.56 239.04 
1967 6.30 267.08 
1968 6.73 313.65 
1969 8.59 353.33 
1970 (a) S47 403.57 
1962 9 2 2.9 0 
1963 8 wD 3.0 0 
1964 8 Lg 2u5 0 
1965 .7 9 2.4 0 
1966 af a2 ay 0 
1967 ee 4 ak 0) 
1968 8 «kL 21 0 
1969 9 ay 2.4 0 
1970 (a) 2 Py 2 ab 0 


(a) Includes or based On eStimated data. 
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TABLE 37 - EXPENDITURES OF ALL LEVELS OF GOVERNMENT ON 
HEALTH AND SOCIAL WELFARE IN RELATION TO NET 
NATIONAL INCOME AND GROSS NATIONAL PRODUCT, 
YEARS ENDED MARCH 31, 1962-70 


Government expenditures on health and 
social welfare 
Year ended 
March’ 31 


Per cent of net | Per cent of gross 
national income } national product 


(S$ millions) 


3,689. 
3,898. 
4,069. 
4454. 
eye 
5,384. 
6,444. 
7,369. 


8,547 


(a) Estimated. 
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and contributions to the provinces under the Health and 
Hospital Construction Grants and the Health Resources Fund 


Acts 


The relative federal declines, compared to provincial 
gains in recent years, have been caused to a substantial degree 
by increasing hospital expenditures by the provincial govern- 
ments augmented by the effect of the "opting out" arrangements 
made available to the provinces. Under the Established Programs 
(Interim Arrangements) Act, a province may cnoose to receive 
contributions from the federal government in the form of a 
tax abatement and an equalization payment in lieu of a direct 
federal contribution under the program. The opting-out ar- 
rangements have the effect, in this presentation, of showing 
an increase in provincial government expenditure while the 
federal fiscal payment is treated not as an expenditure but 
as a transfer payment. Thus, provincial expenditures include 
gross outlays by Quebec whereas the federal expenditures on 
health and social welfare do not include the large sums paid 
or transferred to that province under the Established Programs 
(Interim Arrangements) Act and other fiscal arrangements. 


The proportion of government expenditures on health and 
social welfare taken up by health programs continues to grow; 
in 1961-62 such programs accounted for $1,126,000,000 or 30 
per cent and by 1969-70 they amounted to an estimated 
90,227,000 ,000°%or 422i per cent. 


An outline of the principal federal income maintenance 
programs for 1969-70 shows the magnitude of the major programs 
and services - Family Allowances payments amounted to 
$560,000,000, Old Age Security payments to $1,467,000,000 plus 
another $263,000,000 under the Guaranteed Income Supplement 
program, Unemployment Insurance benefits to $542,000,000 and 
veterans pensions and allowances to $218,000,000 and $92,000,000 
respectively. In addition, payments under the Youth Allowances 
program, which commenced in September 1964, amounted to 
$55,000,000 excluding the province of Quebec. That province 
had instituted a program of schooling allowances three years 
prior to the introduction of the federal program and this 
necessitated a special arrangement whereby Quebec continued 
its program but with appropriate fiscal reimbursement from 
the federal government. In 1967-68, Quebec inaugurated its 
own family allowances program supplementing the federal 
Scheme (see page 121). 
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Federal-provincial income-maintenance programs in 1969- 
70 required expenditures of $900,000 for old age assistance, 
$1,900,000 for blindness allowances, $4,400,000 for disabled 
persons allowances and $730,000 for unemployment assistance, 
the latter including some municipal expenditures. The small- 
ness of these amounts indicate the effectiveness of the 
Canada Assistance Plan, for which this was the fourth year 
of operation and which was intended to replace all activities 
under these programs at the option of each province (see 
pp. 99-104). In 1965 Quebec withdrew from these federal- 
provincial programs under the Established Programs (Interim 
Arrangements) Act, which entitled that province to a tax 
abatement and an equalization payment. Canada Assistance 
Plan expenditures in 1969-70 were $294,000,000. Provincial 
Workmen's Compensation Boards spent $185,000,000 on cash 
benefits for pensions and compensation. 


Under the field of health, federal grants to the 
provinces under the Hospital Insurance and Diagnostic 
Services Act totalled $622,000,000 and grants for hospital 
construction and general health grants to the provinces and 
municipalities amounted to $36,000,000. Provincial expendi- 
tures on hospital care were estimated at $1,840,000,000 and 
expenditures on other health services at $460,000,000. In 
addition, provincial Workmen's Compensation Boards paid 
$65,000,000 for medical aid and hospitalization, and municipal 
governments spent an estimated $99,000,000 on health. 


Section 2 - Expenditures on Personal Health Care 


Expenditures on personal health care reported here 
comprise expenditures of hospitals, earnings of physicians 
and dentists for professional services to their patients, 
and the value of prescription sales by retail pharmacies. 
Excluded are expenditures on the services of private nurses, 
chiropractors, osteopaths, and optometrists; and expenditures 
on public health, on capital (buildings and interest), and 
on the administration of public-health programs and insurance 
plans. 


Table 39 shows the components for each year from 1961 
to 1970. Canadians spent a total of $4,387 million on 
personal health care in 1970, almost twice as much as five 
years before. Expressed as a proportion of the gross 
national product, personal health care expenditures rose from 
A206 per cent in L961 to 5.19 per cent in 1970. Expenditure 
per person over the same period changed from $86.89 to $204.95 
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section 3 - Earnings of Privately Practising Physicians 


in Canada 


The average gross professional earnings of fee-practising 
physicians in 1969 were $46,328, as shown in Table 40, which was 
8.3 per cent higher than in 1968 and 79.1 per cent higher than 
in 1961. The highest average gross earnings in 1969 were re- 
ported in Alberta, at $52,383. In Ontario, Manitoba, and 
Newfoundland they were above the national average and in the 
remaining provinces they ranged from $45,010 in Saskatchewan 
to $34,595 in the Yukon and Northwest Territories. 


Generally, through the nine-year period 1961-69, average 
gross earnings have been at a higher level in Newfoundland, 
Ontario, and the western provinces than in Quebec and the 
Maritime Provinces. 


The net returns to physicians, after deduction of the 
expenses of professional fee practice, reveal similar geographic 
patterns, as seen in Table 41. Net earnings for Canada as a 
whole averaged $30,861 in 1969, 7.9 per cent higher than in 
1968 and 87.4 per cent above the 1961 figure. The highest 
provincial average net income was reported by Newfoundland 
physicians at $37,817 followed by Ontario physicians at $33,903; 
the lowest average net income, $15,807, was reported in the 
Yukon and Northwest Territories. 


Section 4 - Number of Physicians in Canada 


In December 1970 there were 31,166 active civilian 
Bigsierans ein Ganada, Well over a third, 11,851, were located 
in Ontario. British Columbia had the lowest population/ 
physician ratio, 627, followed by Ontario with 654 and Quebec, 
682. The national average at December 1970 was 692 persons 
per physician. 


Table 42 gives the provincial distribution and population/ 
physician ratios for 1970 and shows also the historical trend 
in the national total since 1901. The figures include all 
junior and senior interns and residents, and physicians engaged 
in administration, teaching, research, etc., within the medical 
field, as well as those in the clinical practice of medicine. 
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TABLE 42 - PHYSICIANS AND POPULATION PER PHYSICIAN, 1901-70, 
AND BY PROVINCE, 1970 


ee ee ee eee 
Active Civilian Physicians 
Source, Year, Province Population 
Number het 
per Physician 


Census data(a) 


1901 (June 1) 5,475 
LOLE a ty SE1 
1921 . 3,406 
1930 3 10; 020 
1941 My LOe 723 
1D ie _ 14,325 
1961 se 2h 290 
Da Neb. & Ww. (Bb) 
1962 (Dec. 31) 23,248 
1963 - 24,082 
1964 Ki 24,847 
1965 se 2 ite 
1966 2&, 525 
1967 : 21,5044 
1968 : 
L96o( a)? 

PLO 7 OC}! 
LSTOtc) 
Newfoundland 


Prince Edward Island 
Nova Scotia 

New Brunswick 

Quebec 

Ontario 

Manitoba 
Saskatchewan 

Alberta 

British Columbia 
Yukon 

Northwest Territories 


CANADA -o Siete 


(a) .Figures for 1901 to 1951 exclude Yukon and Northwest 
Territories. 

(b) Estimates for 1962 to 1968 for interns and residents are 
based on Statistics Canada data, and for other active 


Civilian physicians are based on the data of List Catalogue, 


Canadian Mailings Limited (Seccombe House). 

(c) Produced by the Department of National Health and Welfare 
from information supplied by Medical Marketing Systems 
Limited (Seccombe House) . 
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PART IV_- NATIONAL VOLUNTARY HEALTH AND WELFARE ACTIVITIES 


A number of national voluntary agencies carry on 
important work in the provision of health and welfare 
services, medical research and education. These agencies, 
some of which are described below, complement the services 
of the federal and provincial authorities in many fields, 
and play a leading role in stimulating public awareness 
of health and welfare needs and in promoting action to meet 
them. 


The Canada Safety Council. 


This organization was established in 1968 by the 
merger of three previously separate organizations, The 
Canadian Highway Safety Council, The National Safety 
League of Canada, and The Canadian Industrial Safety 
Association, in order to unite all phases of safety educa- 
tion. The head office of the Council is in Ottawa. Its 
goal is to prevent accidents and thereby save lives and 
reduce injury and suffering. The Council estimates that 
over 11,000 Canadians die accidentally each year, and that 
hundreds of thousands are seriously injured. 


It provides training courses related to safety, 
such as driver training, defensive driving, high school 
driver education, and baby-sitter training. Public educa- 
tion projects include Safe Driving Week, Safe Boating 
Week, Fire Prevention Week, Child Safety Week, Farm Safety 
Week, safety-belt campaigns, car-check campaigns, and 
pedestrian-cyclist safety campaigns. 


Funds are obtained from federal and provincial 
government grants, business and industry, national labour 
organizations, provincial motor leagues, and automobile 
associations. 
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The Canadian Arthritis and Rheumatism Society. 


This agency, organized in 1948, with head office in 
Toronto, supports research, treatment, and education in 
rheumatic diseases. It has assisted many general hospitals 
to establish arthritis clinics, and during 1960-70 supported 
the development of nine rheumatic disease in-patient units in 
teaching hospitals in five provinces. Organized under eight 
provincial divisions and local branches in most towns, this 
organization attempts to meet any special needs of arthritis 
patients not covered by hospital or medical insurance plans. 


The Society provides some direct patient services, 
such as physiotherapy and occupational therapy, where other 
community resources are inadequate. Cost of such services 
to the patient are for the most part borne by the responsible 
government health agencies. 


In addition to providing Associateships, Fellowships, 
and Research Grants, the C.A.R.S. offers a special class of 
grants known as Rheumatic Disease Unit Development Grants 
designed to assist medical schools and their associated 
teaching hospitals in the establishment of rheumatic disease 
units to enhance their research and educational activities. 


Projections for 1975 estimate that the Society will 
spend $2,400,000 on research, education and the development 
of rheumatic disease units, and $2,188,000 for the provision 
of direct patient care services. The former will be financed 
through contributed revenue, the latter by payments from 
governments. 


The Canadian Association for the Mentally Retarded. 


(Prior to 1968, The Canadian Association for Retarded 
Children). Incorporated in 1958 to co-ordinate the work of 
organizations serving the mentally retarded, estimated to 
amount to three per cent of the population, or 650,000 persons, 
the Association is represented by ten provincial and over 300 
local groups. They sponsor various community programs for 
retarded persons of all ages. Services may include the operation 
of group homes, residences, training centres, workshops, summer 
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camps, and other recreational programs. Its affiliate. the 
National Institute for Mental Retardation, is a paar Gels 
for information on mental retardation and, in co-operation 
with other organizations and with governments, is developing 
a nation-wide research and demonstration program. 


Financial support comes from local fund-raising campaigns 
United Appeals, the sale of special Christmas cards: andssin 
varying degree from provincial and municipal governments, 
including departments of education. The national office in 
Toronto carries out public education, fund-raising, and co- 
ordinatinewactinicves. 


ihe. Canadian: Cancer SOCLetY,. 


This agency, with the active encouragement of the 
Canadian Medical Association, was organized as a cancer study 
unit and incorporated. in 1938. ._It. operates in all provinces 
Prous nobiendl office, in, Toronto....1t.offers, public: education 
and services not otherwise available for cancer patients, 
principally transportation, home nursing, boarding and nursing 
home care, sickroom supplies and dressings. Boarding homes or 
lodges have been established in Vancouver, Hamilton, Toronto, 
and London, to provide overnight accommodation for ambulatory 
patients under treatment at clinics. 


Principal sources of funds are voluntary donations and 
legacies. Expenditures in 1970 amounted to some $7,600,000. 
Of tars amount, over $4,000,000 (currently 60° per cent of an- 
nual revenues) goes to support the activities of the National 
Cancer Institute, the research arm of the Canadian Cancer 
Society. The Society also sponsors fellowships in cancer 
research and provides capital funds for research facilities 
at universities. A national newsletter, Progress, is published 
four times a year. 


The Canadian Council on Social Development. 


Established in 1920 as the Canadian Welfare Council and 
reorganized in 1970 under its new name, the Council seeks to 
give leadership on social policy formation and research in 
family and child welfare, corrections, public welfare, community 
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funds and councils, and housing. Member organizations include 
various federal, provincial, and municipal departments, com- 
munity funds and councils, other private social agencies, and 
individuals active in the fields of health, welfare, and 
recreation. Affiliated with the Council are the Canadian 
Criminology and Corrections Association and the Community 
Funds and Councils of Canada, which serves local Funds. 


No formal regional, provincial, or local branches are 
operated by this agency. The policies and programs of the 
Council are determined by its members under the leadership 
of a nationally representative board of governors. Profes- 
sional staff have consultative and liaison functions in the 
areas of family and youth services, public welfare, health 
services and the homemakers services, day care, aging, and 
research and planning. 


Revenue of over $1 million comes from federal, pro- 
vincial and municipal governments, memberships, voluntary 
contributions, special grants, and sales of publications. 

Among recent reports and publications produced by the Canadian 
Council on Social Development are Social Policies for Canada, 
The Social Implications of Tax Reform, Tenant Rights in Canada, 
Transient Youth, Health Insurance - What are the Issues, Health 
Services for Canada, and The Medical Care Act. 


The Canadian Cystic Fibrosis Foundation. 


This national agency, organized in 1960, with head 
office in Toronto, now operates in most provinces, and has 
30 affiliated local chapters. Because cystic fibrosis is 
believed present in one of every 1,000 babies born in North 
America, the Foundation seeks to promote special services for 
patients, and research, professional training, and public 
understanding concerning cystic fibrosis. A valuable source 
of publicity and research funds has been the annual 'Shinerama" 
in which 40 Canadian colleges and universities participated 
in 1970, raising $1497700, “im Bdcition to tte services in 
Canada, the agency also supports the International Association 
composed of 22 member nations. 
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The Canadian Diabetic Association. 


The Association, formed in 1953 with headquarters in 
Toronto, has 38 branches established in nine provinces, and a 
French-language affiliate, 1l'Association du Diabéte, in Quebec. 
It is also affiliated with the Canadian Medical Association and 
the Canadian Dietetic Association. Its aims are to co-ordinate 
the efforts of individuals and organized bodies with a view to 
reducing the morbidity and mortality rates from diabetes, and 
to provide an authoritative and advisory organization for the 
benefit and service of diabetics. 


The Association estimates that one-fortieth of the popu- 
lation is*diabetic,’ but’ that less than half of ‘the diabetics 
are aware of their illness. The Canadian Diabetic Association 
seeks through its public information programs to help diabetics 
identify their illness at an early stage. One method in cur- 
rent use is a multi-screening technique that simultaneously 
tests for the presence of diabetes, tuberculosis, anemia, and 
glaucoma. The Association also provides diet counselling, 
summer camps for children, aid to diabetic senior citizens, 
education and information services, and diabetic treatment 
centres. Research into the nature and treatment of diabetes 
includes the Family Tree Research Program. The Association 
also publishes a quarterly bulletin, the Canadian Diabetic 
Association Newsletter. 


The Canadian Hearing Society. 


Organized in 1940 as the National Society of the Deaf and 
the Hard of Hearing, the Society has offices in Toronto, Ottawa, 
London, Hamilton, and Montreal. It is concerned with the 
preservation of hearing, the treatment of deafness, and the 
rehabilitation of those with impaired hearing, including war 
veterans and children. It provides hearing examinations, 
counselling, vocational guidance, and job placement services 
for the deaf or hard-of-hearing, and hearing aids to persons 
in need. It also works closely with schools for the deaf. 


The Society publishes The Canadian Hearing Review and other 


educational material available for the public. 
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The Canadian Heart Foundation. 


The Canadian Heart Foundation with headquarters in 
Ottawa was formed by physicians in 1956 "to co-ordinate and 
correlate the efforts of organizations and individuals inter- 
ested in heart diseases with a view to reducing the morbidity 
and mortality therefrom in Canada.'' The Foundation points out 
that heart disease is one of the principal causes of death in 
Canada in men aged 35 to 64, and estimates that 75,000 children 
have some form of heart disease. 


The Canadian Heart Foundation has developed into a 
federation of six affiliated provincial heart foundations 
together with four provincial divisions of the Canadian 
Foundation in the Atlantic provinces. Their programs are 
concerned primarily with the support of cardiovascular research 
in Canadian universities and hospitals. Over 70 per cent of 
the resources of the Foundation are disbursed in the form of 
research and fellowships and grants-in-aid amounting to 
$15,000,000 in the past ten years and over $2,500,000 in 1969- 
70.. Of a. total.revenue: 0f 34,000,000 -in, 1970. mearly 253. 000,000 
was spent on research. Support is also provided to travelling 
lectureships by scientists, and educational programs for the 
health professions and the general public. The chief source 
of funds is the annual Canadian Heart Fund campaign. 


The Canadian Medic-Alert Foundation. 


This international association had its beginnings in 
California in 1956. The Canadian affiliate was organized in 
1961, with its head office in Toronto. The main purpose of the 
Medic-Alert Foundation International is to educate and encourage 
the public to wear Medic-Alert identification discs stipulating 
medical problems that should be known of in an emergency, and 
to encourage doctors and nurses to advise persons of the impor- 
tance of wearing such identification. 


.The Foundation estimates that one person per family has 
a medical problem, such as sensitivity to certain drugs, a 
heart condition, diabetes, epilepsy, or uncommon blood type. 
A recently added feature is the identification of the bearer 
as a possible transplant-donor. The wearing of the disc 
enables such a person to receive correct treatment if, for 
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example, he reaches hospital unconscious. The medical history 
of each disc-wearer (i.e., member) is filed in Toronto and 
in Tuloch, California; discs carry emergency telephone numbers 
through which this information can be obtained at any hour. 


Canadian membership is currently estimated at 40,000, 
with seventy per cent of new members being referred by their 
family physicians. The Foundation is financed by lifetime 
membership fees, seven dollars at the present time, and by 
donations. The Life Underwriters Association of Canada 
sponsored an educational campaign for the Foundation in 1970. 


The Canadian Mental Health Association. 


The national body, established in 1918 and legally in- 
corporated in 1927, has its head office in Toronto, divisions 
in all provinces, and nearly 200 local branches and committees. 


The national office is financed by United Appeals, govern- 
ment grants, support from provincial divisions, and donations. 
The Association's objectives are to improve public understanding 
of and attitudes toward mental illness and the mentally ill, 
and to improve existing preventive and treatment services. It 
points out that the Dominion Bureau of Statistics estimates 
that one in every eight Canadians will be treated for psychi- 
atric illness during their lifetime. 


The C.M.H.A. performs research and technical studies re- 
lated to mental illness, undertakes social and community action 
to improve legislation and governmental programs, conducts 
industrial rehabilitation workshops, provides volunteer 
services to patients both during and after their stay in 
hospital, and provides public and professional education about 
mental health and mental illness. Among special services pro- 
vided by volunteers are the 42 White Cross Centres, social clubs 
designed to assist former patients who have difficulty coping 
with a feeling of social isolation. Recreational activities 
are supplied through four summer camps for patients. 
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The C.M.H.A. administers the C.M. Hincks Research Fund 
which enables general practitioners to take a month of special 
training in psychiatry. Publications resulting from research 
studies that the C.M.H.A. has sponsored include More for the 
Mind, The Law and Mental Disorder, Mental Health and Public 


Health, and University Student Unrest. 


The Canadian National Institute for the Blind. 


This agency was incorporated in 1918 ''to carry out all 
operations which shall be deemed advantageous throughout Canada 
for the welfare of the blind" and "to take measures and adopt 
every possible means for the conservation of sight". To this 
end, services are provided through a national office in Toronto, 
eight divisions covering all provinces, and 50 subdistrict 
offices. United Funds and private donations and a federal 
government grant are the major sources of income. 


Inv1970, 27,431 offictiallysblind persons .(1.6. p.with 

10 per cent or less vision) were registered with the Institute. 
Services provided include educational and vocational assistance, 
home teaching and employment, eye services, mobility training, 
recreation, special services to children and youths, and social 
services. Services provided to 6,764 other persons registered 
as "prevention" cases included eye examinations, medical treat- 
ment, glasses or artificial eyes, transportation, and mainte- 
mance. Services are provided free to those in need of assistance. 


The Institute also supports the operation of the Arthur 
V. Weir Training and Vocational Guidance Centre for advanced 
professional and technical training in Toronto and Low Vision 
Aid Clinics and Eye Banks in major cities. The Canadian 
National Institute for the Blind does not directly conduct 
research programs, but supports research through the E.A. 
Baker Foundation, and provides funds for grants, bursaries, 
and fellowships (some $43,000 in 1968) to be used for training 
of professionals in blindness prevention. The National Library 
of the, Institute is continually expanding its disc and tape 
talking-book library. 


A new development is the pilot mobile eye-testing unit 
in Newfoundland, funded by a Toronto service club and assisted 


by the Baker Foundation for Prevention of Blindness plus med- 
ical staffing. 
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The Canadian Paraplegic Association. 


The Association was formed in 1945 by a group of 
paraplegic veterans of World War II to assist with the re- 
establishment of paraplegics in the community. Through its 
head office in Toronto, and its seven divisions serving other 
areas in Canada, the Association seeks to ensure provision 
of adequate treatment and rehabilitation facilities, including 
prostheses and personal aids, for any persons suffering 
paralysis caused by disease or injury. The Association also 
carries out educational research activities in related areas. 


The Canadian Paraplegic Association provides a comprehen- 
sive treatment service at Lyndhurst Lodge Hospital in Toronto; 
elsewhere it arranges for these services with other hospitals 
and rehabilitation agencies. 


A new teaching hospital, affiliated with the Faculty of 
Medicine, University of Toronto and owned by the Association, 
is to be completed in 1972, with approximately 106 beds. 


The divisional offices have led local campaigns to remove 
architectural barriers that deny access to public buildings 
to paraplegics and other handicapped persons. Such barriers 
hamper the physically handicapped in using community services 
and facilities and reduce their opportunity for vocational 
rehabilitation and employment. To overcome these difficulties, 
the National Research Council published "Building Standards for 
the Handicapped, 1965'' as a Supplement to the National Building 
Code. It is estimated that one in seven Canadians will have to 
cope with this problem at some period, as a result of temporary 
disability, age, or physical handicap. A stylized wheelchair 
symbol was adopted at the 1969 World Congress of the Interna- 
tional Society for the Disabled to designate buildings that 
are accessible to the handicapped. 


The Canadian Paraplegic Association is supported primarily 
by public donations, but also by grants from United Funds and 
federal, provincial, and municipal governments, and fees from 
patients. The agency publishes a regular information bulletin, 
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The Canadian Red Cross Society. 


The Canadian Red Cross Society, established in 1896, 
is the largest voluntary organization operating in the fields 
of health and welfare?’ "1m line: withvits :objeetives = inetime 
of peace or war, to carry on and assist in work for the im- 
provement of health, the prevention of disease and the miti- 
gation of suffering throughout the world,'' the Society operates 
22 programs including a national blood-transfusion service, 
hospital and nursing stations in isolated areas (27 in 1970), 
home nursing, homemaker, and sick-room supply-services, and 
the Red Cross Youth programs which seek to promote understand- 
ing of and assistance to needy children everywhere. 


The Red Cross blood-transfusion service held 7,265 
clinics in 1970. In addition, the ‘Soctety, a member*or the 
international rare-blood donor service, increased its list 
of rare donors to 278 in 1970. Services to welfare recipients 
may’ include“instruction in nutrition, purchasine, and baste 
sewing in addition to home nursing service. Women's work 
programs shipped $529,600 of new clothing and layettes overseas 
in 1970. In Canada, the Red Cross provided 34,000 articles 
of clothing in addition to other emergency services in 1970. 


Red Cross Youth programs assisted needy Canadian 
Children at a total cost of $188,000 in 1968. Funds were 
donated to provide medical treatment, heart surgery, pros- 
thetic appliances, dental care including provision of three 
mobile dental coaches and support of eight dental clinics, 
speech therapy, and kindergartens for the deaf. In addition, 
international youth programs extended assistance to children 
in other countries, totalling some $101,000 in 1970. The 
Red Cross as a whole extended overseas aid amounting to 
$2,439,000 in 1970. This reflected a two-fold increase over 
the previous year, the result of special government and other 
contributions channelled through the Red Cross for disaster 
relief and other humanitarian projects. Included were clothing 
and layettes, food and medical aid, and operation of a service 
which helps to reunite families separated by war or other 
emergencies. 


Chief sources of funds for the work of the Canadian 
Red Cross are United Appeals, government grants and the annual 
Red Cross Campaigns. 
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The Canadian Rehabilitation Council for the Disabled. 


This agency was founded in 1962 by the merging of the 
Canadian Foundation for Poliomyelitis and the Canadian Council 
for Crippled Children and Adults. The Rehabilitation Council 
promotes co-operation among agencies assisting the rehabilitation 
of disabled persons, such as the national agencies for cerebral 
palsy, hemophilia, Parkinson's Disease, and cystic fibrosis and 
the provincial councils for the disabled. The Rehabilitation 
Council offers consultative services, public education and 
training courses and seminars for rehabilitation workers. 

Les Neadsotnicesic in Toronto; (The Council isi affidiateduwith 
the International Society for Rehabilitation of the Disabled 
and the Canadian Medical Association. Its official publication 


is the Rehabilitation Digest. 


Services for handicapped children are financed by Easter 
Seal campaigns in all provinces, and include case-finding, 
restorative and related services including parent counselling, 
camping and recreation. Services for disabled adults, financed 
by Ability Fund (March of Dimes) Agencies emphasize vocational 
rehabilitation, including the establishment of sheltered work- 
shops. A new national symbol, a tree with one branch missing, 
has been adopted for Ability Fund campaigns. 


The Canadian Tuberculosis and Respiratory Disease Association: 


This agency was founded in 1900 for "the prevention of 
consumption and other forms of tuberculosis in Canada" Along 
with its medical arm, the Canadian Thoracic Society, established 
in 1960, the Association has extended its work in recent years 
to cover all respiratory illnesses. The national office in 
Ottawa and the 10 provincial and numerous local branches co- 
operate with public health agencies in promoting special pro- 
grams including public and professional education, prevention, 
diagnosis, treatment and rehabilitation. The Association also 
makes consultant services available to federal and provincial 
health departments. 


The case-finding program of the Association is carried 
out at the local level using mass X-ray screening surveys di- 
rected in particular at high-risk groups. In addition, some oF 
its mobile X-ray units now employ multi-screening techniques for 
a number of health problems, including diabetes. 


- 144 - 


The Association awarded a total of $114,600 in research 
and scholarships grants for 1971-72. This program is supported 
by provincial associations using a percentage of Christmas Seal 
fund donations. 


W.H.O. authorities estimate that 10 to 20 million people 
around the world suffer from active tuberculosis. The C.T.R.D.A. 
contributes $41,000 annually to the Mutual Assistance Program 
of the International Union Against Tuberculosis, for aid to 
underdeveloped countries where tuberculosis is a serious problem. 


The Health League of Canada. 


This agency was established in 1919 as the National 
Committee for Combatting Venereal Disease. The League is 
dedicated to the education of the Canadian public on matters 
of public health, both in prevention and in early recognition 
of disease, thereby improving the health standards of Canadians. 
It has dealt with immunization, fluoridation of water, geron- 
tology, nutrition, and child and maternal health. In 1952, 
it was appointed the Canadian Citizens' Committee of The World 
Health Organization. The League publishes the magazine Health, 
which contains articles by professional health workers, and 
sponsors National Health Week and National Immunization Week. 
It is financed by government grants, voluntary donations, and 
membership fees. In co-operation with its affiliates in Quebec 
City and Montreal, the League administers its programs from the 
national office in Toronto. 


The Multiple Sclerosis Society of Canada. 


The Society was organized in 1948, to support medical 
research into the causes and treatment of multiple sclerosis. 
In 1968-69 its research expenditures reached $103,000, a 
record high. It also emphasizes community education, supports 
professional diagnostic and therapeutic teams, and provides an 
information service to medical and related professions. 


Through its head office in Toronto and five divisions 
and local chapters located in ten provinces, the Society at- 
tempts, in co-operation with other agencies serving the disabled, 
to meet the special needs of patients with multiple sclerosis. 
A survey in Toronto in 1968 demonstrated that these needs, 
as expressed by the patient and his family, were often more 
social than financial. To improve services to patients 
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several Ladies' Associations for Multiple Sclerosis have been 
organized, and some local chapters have begun patient registries. 
This agency also provides public education and information serv- 
ices, including the quarterly bulletin Multiple Sclerosis. 


Funds for support of its programs come from bequests 
and grants, donations, United Appeals, and various other projects 
such as the sale of Multiple Sclerosis Christmas cards and 
Hallowe'en candy. Estimates are that research expenditures 
will reach $150,000 in 1972. 


The Society is a member of International Federation of 
Multiple Sclerosis Societies, which now has 18 member-organiza- 
tions. Through this affiliation, research projects are co- 
ordinated and information on new developments is exchanged. 


The Muscular Dystrophy Association of Canada. 


This Association was organized in 1954 to increase 
knowledge of muscular dystrophy, to improve facilities for 
diagnosis and treatment, and to foster research into muscular 
dystrophy to develop a more successful treatment. The national 
office is in Toronto and there are local chapters located in 
15 major cities. It estimates that over 10,000 Canadians have 
muscular dystrophy, of whom about one-quarter are enrolled 
with the Association. It supports seven muscular dystrophy 
clinics, limited physiotherapy, certain orthopedic devices 
and wheel chairs, and transportation to schools and clinics. 
It is giving increasing emphasis to genetic counselling serv- 
ices. The Association now operates diagnostic and genetic 
counselling clinics in Halifax, Montreal, Ottawa, Kingston, 
Toronto, Hamilton, London, Saskatoon, Edmonton, and Vancouver. 


The major sources of revenue are the independent campaigns 
carried out with the assistance of local firemen. Some help 
also comes from the United Appeals and grants from municipal 
and provincial governments. The bulk of the funds of the 
Association go into grants for medical research. Eighty-two 
studies were assisted in 197@-71, both in Canada and abroad, at 
a total cost of more than $521,000. 
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The National Cancer Institute of Canada. 


The main efforts of the Institute, organized in 1947, 
have been to support and co-ordinate research in the clinical 
and fundamental aspects of cancer, to train scientists in 
disciplines related to research on cancer, to promote profes- 
sional education about cancer, to compile and interpret cancer 
statistics, and to assist in.the co-ordination,of »provincial 
cancer control activities. 


Full-time research positions for over 30 scientists have 
been established, while capital grants to six universities have 
facilitated the construction of laboratory space.for cancer 
research. Of the total annual budget, 90 per cent (or about 
$4,200,000 in 1970) is allocated to research, while most of 
the remainder provides training in cancer research. 


Under an agreement with the Canadian Cancer Society, with 
which it is affiliated, the Institute does not publicly appeal 
for funds. About 90 per cent of its income comes from the 
Canadian Cancer Society and the rest is derived from federal 
and provincial grants for cancer control. 


The St. John Ambulance Association. 


The Order of the Hospital of St. John of Jerusalem held 
its earliest recorded first aid course in Quebec in 1883. 
Incorporated on a national basis in 1914 with headquarters in 
Ottawa, the organization operates through 10 provincial Councils 


and seven "Special Centres". The Order is composed of two 
sections - the St. John Ambulance Association, and the St. 
John Ambulance Brigade. The objectives of the Association 


are to provide training in first-aid, home nursing, and child 
care, reaching some 140,000 trainees annually. The Brigade 
provides emergency services to the public through uniformed 
volunteers numbering 12,534 in 1970. 


Courses of instruction are made available to the general 
public, police, firefighters, industry, the armed forces, 
schools, civil defence, and youth organizations. A new advanced 
first-aid course was introduced in 1971. The emergency services 
provided include two-way radio equipment (in Montreal a 24-hour 
service is provided), emergency oxygen supplies, motor boats 
and underwater gear, ski and snowshoe patrols, and highway 
first-aid-posts. The two-hour "Save-A-Life"' program teaches 
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artificial respiration methods to an estimated 150,000 
persons annually. Bursaries to nurses in training have 
amounted to $7,000 in 1970. 


Funds are obtained from private donations, United Ap- 
peal campaigns, the sale of text books and other publications, 
and fees for training government personnel. Publications include 
The St. John News, films, and radio and television scripts. 


The Victorian Order of Nurses. 


The basic function of this organization, created in 
1897, is to provide nursing services in the home. In 1970, 
the V.O.N. directed 16 co-ordinated home care programs and 
participated in 11 additional such programs by supplying 
either the nurse-administrator or the nursing service. 
Through 108 branches located in all provinces except Prince 
Edward Island, these services are made available to an es- 
timated 60 per cent of the population of Canada, to anyone 
in the community regardless of age or financial status and 
on a 24-hour basis, for acute, chronic, or convalescent patients. 


In 1969, a total of 104,843 patients were assisted, of 
whom the majority were medical and surgical patients, the rest 
being maternity patients and newborn infants. A sick-room- 
supply loan service is also provided. As a result of a number 
of factors including escalating hospital costs, bed shortages, 
and the preference for home care on the part of the elderly, 
the Order predicts an increase in its medical and surgical 
patients. 


Other services are offered according to local .needs, in 
shared programs with other agencies, or in demonstration pro- 
grams. The Victorian Order of Nurses has co-operated, when 
requested, in the establishment of services related to home 
care, such as housekeeping, home help, and meals on wheels. 
Additional services may include school health clinics, 
immunization clinics, classes for expectant parents, and 
part-time nursing services to small industries. 


Funds for the organization come from a federal grant, 
the Community Chest, donations, membership fees, and an an- 
nual campaign. The national office is located in Ottawa. 
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PART V_ - UNIFORM LEGISLATION GOVERNING PRIVATE PENSION PLANS 


The enactment of the Canada and Quebec Pension Plans 
emphasized the need for uniform private pension legislation 
across Canada. Ontario amended the Ontario Pension Benefits 
Act with effect from July 30, 1965, and Quebec enacted the 
Supplemental Pension Plans Act with effect from July 15, 1965. 
The Pension Benefits Act of Alberta came into force on January 
1, 1967, and that of Saskatchewan was assented to on April 1, 
1967. The provincial legislation governs all pension plans 
operating on and after the effective date in the particular 
province. Similar legislation at the federal level, the 
Pension Benefits Standards Act, was assented to on March 23, 
1967, and is applicable only to those pension plans having 
members employed in works, undertakings, and businesses 
(generally, banks and interprovincial transportation and 
communication) that are under federal jurisdiction. 


Under these Acts, basic standards have been established 
with which pension funds or plans organized and administered 
to provide a pension benefit to employees must comply in order 
to receive registration, and they are not allowed to operate 
in these provinces or in the federal areas of responsibility 
unless they have received registration. 


By agreement, each of the provinces mentioned above 
recognizes similar legislation of the others, so that a pension 
plan that has been registered and reports in one province does 
not have to seek registration or duplicate all its reporting 
procedures in another of these provinces if it extends its 
operations to employees in that other province. 


The legislation requires that an employee's benefits 
under a pension plan become fully vested (i.e., he has full 
entitlement to those benefits, which will be paid to him on 
retirement) when he reaches age 45 and has completed either 
a minimum of ten years of membership in a pension plan or 
ten years of service with the one employer. Moreover, should 
the employee leave his job or resign his membership in the 
plan prior to retirement, at least 75 per cent of his total 
benefits under the plan must be locked-in for purposes of his 
pension, allowing him to withdraw no more than 25 per cent of 
the commuted value of those benefits in a lump sum. These 
rules apply as from the qualification date established under 
the legislation or from the date the plan was established if 
it commenced operations after the qualification date. 
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Other provisions of this legislation are 
ensure the full solvency of these pension plans 
specified period of time, to restrict the types 
ments which may be made by the pension fund, to 
an employee's pension rights are portable if he 


intended to 
within a 

of invest- 
provide that 
should change 


his job, and to establish that each interested party to a 
pension plan is adequately informed as to the provisions of 


the plan. 
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PART VI - INTERNATIONAL COMPARISON OF SOCIAL 
SECURITY EXPENDITURES 


Many industrially advanced countries have a wide range 
of social security programs to protect individuals, and it is 
worthwhile to compare the relative importance attached to pro- 
grams of certain types in various countries. The Department 
of National Health and Welfare has over the years made 
comparative studies of social security expenditures in New 
Zealand, the United Kingdom, Australia, the United States, and 
Canada. In these studies social security expenditures include 
income-security payments and payments for health and welfare 
services. 


An economic indicator often used to measure the extent 
of a nation's diversion of resources into social security 
expenditures is the Gross National Product. Table 43 provides 
a comparison of expenditures on programs related to social 
security in terms of percentages of Gross National Product for 
the United States, the United Kingdom, New Zealand, Australia, 
and Canada for the fiscal years 1961-62 to 1966-67. 


TABLE 43 - GOVERNMENT EXPENDITURE ON SOCIAL SECURITY AS A 
PERCENTAGE OF GROSS NATIONAL PRODUCT, SELECTED 
COUNTRIES, FISCAL YEARS 1961-62 TO 1966-67. 


New 
Zealand p 1 eS 


United 
Kingdom 


Canada 


Australia 


United 
States 
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Canada has occupied the central position among the 
five countries throughout the period and indeed since 1958-59 
New Zealand, which until 1964-65 led in percentage terms, was 
supplanted by the United Kingdom in the final two years of the 
period. The United States' proportion increased to match 
Australia” s in, L96G=67.. 


The main categories of benefits covered and their 
proportional share of total social security expenditures in 
each of the five countries in the fiscal year 1966-67 are 
shown in Table 44. 


TABLE 44 - PERCENTAGE DISTRIBUTION OF SOCIAL SECURITY 


EXPENDITURES, BY TYPE OF BENEFIT, 
SELECTED COUNTRIES, 1966-67. 


Type of : New United | United 
vA to % vA vi 


Old Age 

Benefit 2170 26.0 ZO 00 3349 S55 
Survivors | 

Benefits 0.9 eis aren peony: Bd 1 ae 
Family | | 

Allowances Rie, bob i foxl 3.6 ~ 
Unemployment | 

Benefits | L2G 0.6 OU aay | ay | 
Disability | 

Benefits we: 4.6 | ite. 7.4 5.7 
Workmen's | | 

Compensation 5-0 3.0 | A Sag 2a 255 
Maternity 

Benefits - O04 03 0.9 - 
Health 

Services Shak 33.7 ey iS Se ee! 20.6 


Veterans Pen- 
Sions and 
Allowances 2 ej Pf) nok 


Other five La a 2.6 20 Be 
TOTAL 100.0 100.0 100.0 1e0"0 100.0 
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It can be seen from Table 44 that all countries expend 
a large proportion of their social security budgets on old age 
benefits. On the other hand, outlays for maternity benefits 
appear quite low, which may be due to the recipients being 
included in programs classified under different headings. 


When the above expenditures are separated into expendi- 
tures on social welfare programs and on health services, an 
interesting presentation appears from which overall trends may 
be studied. Tables 45 and 46 relate expenditures, first for 
social welfare and second for health services, as percentages 
of total social security expenditures in each of the five 
countries studied for the fiscal years 1961-62 to 1966-67. 


TABLE 45 - EXPENDITURE ON SOCIAL WELFARE AS A PERCENT AGE 
OF TOTAL SOCIAL SECURITY EXPENDITURE BY GOVERN- 
MENTS, FISCAL YEARS 1961-62 TO 1966-67. 


Country 


Canada : : f 6572 


Australia ; ? : 677.3 


New Zealand 


United Kingdom 


United States 
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TABLE 46 - EXPENDITURE ON HEALTH AS A PERCENTAGE 
OF TOTAL SOCIAL SECURITY EXPENDITURE BY 
GOVERNMENTS, FISCAL YEARS 1961-62 TO 1966-67 


to 


Canada ; ; 322.9 34.8 
Australia : : s..G 


New Zealand : P3245 


United Kingdom : : 32.6 


| 
United States : | f 19.6 


From the above tables it can be seen that the proportion 
of total social security expenditures related to social welfare 
was declining in Canada, Australia and New Zealand, with the 
complementary outlays on health showing increases. The situ- 
ation in the United Kingdom and the United States remained 
relatively stable over the 1961-62 to 1966-67 period. 
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